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The use of psychological testing in child custody assessments has become more common and 
important as psychologists are increasingly used as expert witnesses in contested child 
custody and visitation cases. Currently, the MMPI-2 is the most commonly used 
psychological test in child custody cases, but there is no research indicating which version of 
the measure (K-corrected, non-K-corrected, or the RC scales) provides the most accurate 
picture of the custody litigant in terms of substantial correlations with external variables. This 
study represents the first examination of the convergent, discriminant, and incremental 
validity of the MMPI-2 K-corrected Basic Clinical Scales, the MMPI-2 non-K-corrected 
Basic Clinical Scales, and the RC scales in a sample of (n = 196) custody litigants from the 
   
Mid-Atlantic region of the United States. Results indicated that all three sets of scales 
showed some evidence of convergent validity and discriminant validity with external criteria, 
with gender differences shown in correlate patterns. Additionally, results indicated that none 
of the three versions demonstrated incremental validity relative to the other versions. There 
were several limitations of the study including the use of dichotomous, self-report external 
correlate variables, the simultaneous collection of both predictor and outcome variables, and 
potentially limited generalizability of the data. 
Evaluation of the Incremental Validity of the MMPI-2-RC Scales for Custody Litigants 
A significant number of children will experience the divorce of their parents. Over 
half of marriages end in divorce (United States Census Bureau, 2009) and recent estimates 
suggest that roughly 11.5 million children have experienced the divorce of their parents 
(United States Census Bureau, 2003). With this large percentage of children in the United 
States who have or will experience the divorce of their parents, it is crucial to understand the 
potential mental health outcomes that divorce may have on children. 
Divorce is associated with a number of negative outcomes for children. The U.S. 
Census Bureau (2003) states that children of divorced families are more likely to have 
problematic academic achievement, drop out of school, have children at a young age, and 
have increased levels of depression, stress, anxiety and aggression. Approximately 20-25% 
of children who experience the divorce of their parents will have serious mental illness or life 
adjustment problems (Amato & Keith, 1991; Hetherington, Bridges, & Insabella, 1998) and 
these children are at an increased risk of mental health problems as adults (Chase-Lansdale, 
Cherlin, & Kiernan, 1995).  It is clear that divorce is associated with significant negative 
outcomes for children; however, there are factors that appear to be associated with reduced 
severity of outcomes. 
Placement decisions regarding custody and visitation appear to play an important role 
in determining outcomes for children who experience the divorce of their parents (Ackerman, 
2006). Placement and visitation schedules that provide the best psychological and 
developmental fit for the children are important both from a mental health and a public 
policy standpoint. Wallerstein (1991) noted many children experience the effects of divorce 
long into adulthood, while others may not experience the full effect of the divorce until they 
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are ready to create a family of their own.  Thus, the legacy of divorce extends far past the 
childhood and adolescent years and may create problems for adults and society at large for 
many years to come.  More recently, Wallerstein and Lewis (2004) completed a 25-year 
study which examined the impact of divorce on children, and their results indicated that 
divorce should not be seen as an acute stress but instead as a “life-transforming experience” 
for the children involved (p. 367). While there are some who argue that divorce may have a 
positive impact on a child, such as helping them to become more wise and mature, most 
mental health professionals admit that even if there are some positive outcomes, parental 
divorce is a highly stressful life event (Ahrons & Marquardt, 2010). Realizing the public 
health significance of custody and visitation schedules for children, the United States has 
attempted to create custody standards that facilitate the most psychologically healthy 
placement for children. 
Since the 1970s the Best Interests of the Child Standard (BIOC; Krauss & Sales, 
2000) has guided custody decisions in most states within the United States, including 
Virginia. The BIOC was developed in the 1970s as the result of the United Marriage and 
Divorce Act that stipulated that custody standards should be determined based on the best 
interest of the child, but there is no consensus in the field regarding what constitutes best 
interest or how to measure it. BIOC outlines several factors, including the psychological 
characteristics of the children and the parents that need to be considered in order to determine 
the best fit between children‟s needs and parents‟ abilities and capacities (Ackerman, 2006).  
Due to the desire of courts to have information regarding the mental health of parents and the 
fit between parent and child, psychologists have increasingly become part of the legal 
processes for determining the optimal placement of children following separation or divorce 
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(Ackerman, 2006). Psychologists may be called in during custodial proceedings to evaluate 
both or either parent on the grounds of psychological health and the fit between the parent 
and the child in order to provide the court with recommendations regarding the best interests 
of the child. Due to the psychologist‟s role in child custody decisions it is important to 
understand the process by which psychologists make recommendations to the court. 
Though practice standards exist for psychologists working in child custody litigation 
they are broad and do not provide specific guidance about assessment methods and 
procedures, nor do they operationalize the best interests. The American Psychological 
Association (APA; see APA, 2009) has published practice guidelines regarding custody 
evaluations. However, these guidelines provide little direction regarding which assessment 
instruments should be used in custody evaluation. Psychologists have many tools at their 
disposal when attempting to make custody and visitation recommendations; however, most 
evaluators rely on assessment data collected during the evaluation. That is, most 
psychologists rely on formal assessment tools (e.g., Minnesota Multiphasic Personality 
Inventory 2 (MMPI-2), Parenting Stress Index, and the Millon Clinical Multiaxial Inventory - 
III) along with observations, review of records, collateral contacts, and interviews to 
complete their court-ordered task (Ackerman & Ackerman, 1997).  Research has shown that 
the MMPI-2 is the most commonly used assessment technique for contested child custody 
and visitation evaluations, even with limited empirical study of its use in these settings 
(Ackerman & Ackerman, 1997; Hagan & Castagna, 2001; LaFortune & Carpenter, 1998, 
Quinnell & Bow, 2001).   
In child custody evaluations, the MMPI-2 is most commonly used as a measure of 
psychopathology for parents or interested parties (i.e., non-biological parents who are 
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interested in custody of the child) in custody cases.  Psychologists use the MMPI-2 to 
evaluate the general mental health of these parties and, in some cases, to form hypotheses 
regarding parenting ability based on the profiles.  For instance, if a parent were to produce a 
profile that indicated problematic social interactions and a potential thought disorder, these 
tendencies and possible psychopathology might be considered with regard to parenting 
ability. Thus, the MMPI-2 may provide insight regarding problem areas for a parent‟s 
functioning that may need to be considered by the custody evaluator. 
Though most psychologists rely on the MMPI-2 to aid them in making custody 
recommendations to the court, there are several potential problems with the use of the 
MMPI-2 for this purpose. First, the MMPI-2 has not been validated for use in this context so 
the applicability of the measure for use in child custody evaluations is questionable.  Second, 
there are multiple methods that exist to interpret MMPI-2 results. Evaluators have at their 
disposal the MMPI-2 Basic Clinical Scales (Butcher et al., 2001), the K-corrected Basic 
Clinical Scales (meant to adjust for defensive responding; Butcher et al., 2001) and the 
Restructured Clinical Scales (MMPI-2 RC; Tellegen et al., 2003).  Each set of scales appears 
to have its own strengths and weaknesses. Moreover, there is no guidance in the literature 
regarding which set of scales would be the most useful in determining the characteristics of 
parents that may be important to child custody decisions (i.e., incremental validity). Thus, 
research is needed to examine which method is best for use for this particular purpose. 
One way to examine the validity of each of these methods is to examine the external 
correlates associated with each set of scales. This methodological approach examines the 
convergent validity of each set of scales (e.g., MMPI-2 Restructured Clinical Scales, MMPI-
2 Basic Clinical Scales) by evaluating how well these scales are related to relevant external 
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correlate variables. For example, Scale 4 on the Basic Clinical Scales (Psychopathic 
Deviance) purports to correlate with rule violations, thus relevant external correlates might 
include the individual‟s arrest records, substance abuse, and admitted infidelity. This 
correlational methodology appears in research on the MMPI and MMPI-2 to measure the 
convergent validity of scales in different settings.  For instance, correlates have been used to 
examine the convergent validity of the Restructured Clinical Scales in a “normal population” 
and in mental health inpatients (Binford & Liljequist, 2008; Handel & Archer, 2008). 
However, to date no research has been conducted to examine which of these methods is most 
closely correlated with external correlate variables or provides the most accurate picture of 
the individual in child custody evaluations. 
 This study will seek to address this hole in the literature by examining which set of 
scales most closely correlates with external correlate variables. The study will examine the 
convergent and discriminant validity of each of the scale sets using theoretically related 
external criteria. Additionally, the incremental validity of each of the sets of scales will be 
examined.
Literature Review 
 This literature review provides information regarding the prevalence of divorce in the 
United States and the effect that divorce may have on children.  It reviews information regarding 
psychologists‟ role in child custody and visitation cases and highlight current difficulties 
regarding the use of testing in these settings. Additionally, the review provides information 
regarding the development of the MMPI, MMPI-2, K scale correction, and the Restructured 
Clinical Scales as it might affect the usefulness of these scales in the child custody litigant 
population.  Finally, the problem facing psychologists involved as evaluators in custody and 
visitation litigation is stated.   
Divorce in the United States and the Impact on Children 
Divorce rates in the United States began to rise in the 1960s (Altmaier & Maloney, 
2007). As a result, major shifts in children‟s living arrangements have occurred over the last 50 
years.  For instance, the proportion of children who live with only their mother doubled from 11 
percent to 22 percent in the last 40 years (Altmaier & Maloney, 2007). At present, approximately 
half of all marriages end in divorce and of those who divorce more than half will have at least 
one child who will be affected (Altmaier & Maloney, 2007). In 2004, 1.1 million children had 
experienced the divorce of their parents within the last year (U.S. Census Bureau, 2008).  It is, 
therefore, evident that divorce affects millions of U.S. children every year. 
Divorce is associated with negative outcomes for children. Amato (2001) conducted a 
meta-analysis of 67 studies published in the 1990s on the effects of divorce on children.  The 67 
studies all included (a) a sample of children living with a divorced parent and a sample of 
children living with married parents, and (b) data on one or more child outcomes.  Amato found 
that children of divorce consistently scored lower on measures of achievement, well-being and 
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adjustment (Amato, 2001). Across the 67 studies, Amato found the following mean d-type effect 
sizes: Academic Achievement -0.26, Conduct -0.33, Psychological Adjustment -0.31, Self-
Concept -0.24, and Social Relationships -0.28.  Cohen‟s (1988) guidelines suggest that an effect 
size of 0.20 may be considered a “small” effect, 0.50 a “medium” effect, and 0.80 a “large” 
effect. All of the reported effect sizes were significant at the p < .001 level.  From these findings 
Amato concluded, “Research indicated that children with divorced parents score significantly 
lower than children with continuously married parents on a variety of measures of achievement, 
adjustment and well-being” (p. 365). Amato (2001) noted that the differences between children 
of divorced and continuously married parents are not large in absolute terms but practitioners 
should not underestimate the risk to children presented by divorce and should be aware of the 
diverse possible outcomes for children who experience the divorce of their parents. These small 
differences have been found repeatedly since the 1950s and across large groups of children and, 
therefore, represent a relatively robust series of findings. 
The quality of the family relationships post divorce appears to play an important role in 
determining child outcomes (Hetherington, 1999). Hetherington concluded that both divorce and 
high levels of overt conflict place children at higher risk for behavioral and psychological 
problems. However, it is not the level of conflict per se that may create negative outcomes for 
children, but if and how the children of divorce are involved in parental conflict.  Children who 
are excluded and sheltered from conflict appear to have better outcomes while children of 
parents who use their children to express anger towards their former spouse and/or express anger 
about the divorce in front of their children appear to have worse outcomes (Buchanan, Maccoby 
& Dornbusch, 1991; Hetherington, 1999; Johnston, 1994). Empirical research indicates that for 
children of divorced parents, a quick end to custody battles and involvement of both parents will 
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decrease the likelihood of negative consequences for the children (Sun & Li, 2009). Thus, 
research has shown that poor family relationships during and following divorce can negatively 
impact the functioning of children. 
Approximately 20-40 percent of parents who divorce will engage in custody and 
visitation disputes (Saini, 2008).  While most parents (60-80%) divorce without substantial 
conflict, many families are not able to do this and their continued conflict and disagreements 
make intervention through the legal system necessary. These cases are considered to be 
conflictual due to judicial involvement in the family decision-making (Saini, 2008). 
Additionally, 10% of conflictual cases will go on to become “high conflict.”  Saini (2008) 
defines high conflict divorces as those that involve continued litigation. Children whose parents 
engage in high conflict divorces have worse outcomes (Ackerman, 2006; Johnston, 1994; 
Buchanan, Maccoby, & Dornbusch, 1991, Hetherington, 1999). The type of divorce parents 
engage in may predict the effect that the divorce has on the children involved (Kelly & Emery, 
2003; Mitcham-Smith & Henry, 2007). Low conflict divorces are often characterized by relative 
stability at home and this stability may help improve child outcomes (Amato & Keith, 1991). In 
contrast, there is substantial risk for psychological harm in high conflict divorces (Mitcham-
Smith & Henry, 2007).   
All families who are involved in court-ordered custody evaluations are considered to be 
in high conflict divorces due to their involvement with the legal system and inability to come to 
an amicable decision without court intervention. Children exposed to high conflict divorces are 
more likely to have negative outcomes than children whose parents divorce amicably.  Many 
high conflict divorces involve the court and the highest conflict cases often involve child custody 
evaluations.  These evaluations may play a pivotal role in advising the court on the placement for 
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the affected children and, ideally, insulating these children from the conflict of their parents. To 
understand fully the role of mental health professionals and how recommendations are made it is 
important to understand the history of child custody decisions. 
History of Child Custody Decisions 
 Throughout history societies have had systems in place to deal with the end of a marriage 
and determine child custody.  These systems typically reflected current views on children as well 
as the paternal values that have historically predominated societal values. Beginning in ancient 
Rome and continuing until the 18
th
 century, custody was almost always granted to the father.  
Society assumed that the father was in a better position to support the child (Ackerman, 2006). In 
fact, in ancient Rome children were considered the property of their father, who could sell them 
or use them for forced labor, while the mother had no legal rights to her children (Kelly, 1994). 
During the 19th century the United States slowly began to move away from this stance as many 
states began to adopt statutes that would provide both parents with equal rights to their children 
(Kelly, 1994). Presently, most custody standards are based on the child‟s best interest (Kelly, 
1994). 
 Highlighting the interest of the child was a departure from previous ways of determining 
custody that focused on the parents and not the children‟s rights (Krauss & Sales, 2000). This 
shift coincided with the Industrial Revolution during which time the courts began to use the 
tender years doctrine to determine custody (Ackerman, 2006).  The tender years doctrine is based 
on the belief that: 
An infant of tender years is generally left with the mother (if no objection to her is shown 
to exist) even when the father is without blame, merely because of his inability to bestow 
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upon it that tender care which nature requires, and which it is the peculiar province of the 
mother to supply (Newell, 1900, p. 25)  
The tender years doctrine became popular, in part, because the Industrial Revolution necessitated 
shifts in the family as fathers had to move further from home in search for work and mothers 
became the sole caregivers of the children. Kelly (1994) claims that by the 1920s the tender 
years presumption had become as “firmly fixed as the earlier paternal preference, both in statutes 
and in judicial decision making” (p. 122) in the United States. It is important to note that this 
presumption also received substantial support from evolving psychoanalytic theory, which 
viewed the child‟s relationship with the mother as special or unique and was used as support of 
the tender years doctrine in the United States (Kelly, 1994).  While the tender years doctrine was 
a departure from previous custody standards, changes in the work place and social fabric of the 
United States would eventually lead to the development of a new custody standard. 
 The tender years presumption remained in place throughout the United States until the 
late 1960s.  Ackerman (2006) notes that the women‟s movement called attention to the 
problematic nature of making custody decisions based only on gender. Additionally, greater 
participation of women in the workforce, constitutional concerns regarding equal protection, and 
fathers‟ claims of sex discrimination helped to move the judicial system towards the Best Interest 
of the Child standard (Kelly, 1994). Changes in women‟s role in the social and professional 
avenues in the United States facilitated acknowledgement of the shortfalls of the tender years 
doctrine and highlighted a need for a more gender-neutral standard. 
 The Best Interest of the Child (BIOC) standard represented a change in custodial 
standards in the United States. The BIOC standard examines the psychological rather than the 
biological characteristics of the parents in order to determine the best placement for the child, or 
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children. The BIOC standard was developed in the Uniform Marriage and Divorce Act (UMDA) 
approved in 1970 (Kelly, 1994). The UMDA contain laws created by a committee of legal 
experts intended to serve as guidelines for states and jurisdictions to create their own laws 
(Krauss & Sales, 2000).  The UMDA suggests that the following factors should be taken into 
account: (a) the wishes of the child‟s parent or parents with respect to custody; (b) the wishes of 
the child as to his or her custody; (c) the interaction and interrelationship of the child with his or 
her parents, his or her siblings, and any other person who may significantly affect the child‟s best 
interest; (d) the child‟s adjustment to home, school, and community; and (e) the mental and 
physical health of all individuals involved (Krauss & Sales, 2000). Increasingly psychologists 
have been called in as experts to help judges objectively determine what is in the best interest of 
the child (Krauss & Sales, 2000).  
 In sum, in making custody decisions courts currently place a premium on the rights and 
wellbeing of children who are involved in divorces.  Indeed, the cornerstones of the BIOC 
standard are the children‟s wellbeing and psychological health as well as the psychological 
health of the parents.  The BIOC standard makes clear that participation of mental health 
professionals can aid the court in assessment of the psychological factors that are core to this 
standard. Therefore, it is crucial to understand how psychologists are involved in custody 
litigation and which instruments are most effective in aiding them in making recommendations. 
Psychologists Involvement in Child Custody Evaluations 
 The use of the BIOC standard greatly increased the role of psychologists in custody cases 
and increased the importance of psychologists‟ recommendations in judge‟s custody decisions. 
Today, psychologists are often called in as experts to evaluate and provide input to the court 
regarding the most beneficial outcome for the child or children at issue in custody cases. Indeed, 
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courts order thousands of child custody evaluations per year to help identify the healthiest 
placement for the best interest of the child (Rohrbaugh, 2008). The accuracy and precision of the 
data regarding the number of child custody evaluations conducted per year is not strong and 
there are no exact numbers available in the literature indicating how many child custody 
evaluations are completed each year. 
 Child custody evaluators‟ recommendations often carry considerable weight with the 
courts.  Research shows that judges follow the recommendations of the custody evaluator in up 
to 90% of cases (Ash & Guyer, 1984; Baerger, Galatzer-Levy, Gould, & Nye, 2002; Caplan & 
Wilson, 1990). Furthermore, the opinion of a custody evaluator may be used as a bargaining chip 
by lawyers to encourage their clients to settle out of court. Critics have argued that child custody 
decisions are difficult for judges to make because there is little guidance regarding how to make 
these decisions under BIOC (Coons, Mbookin, & Sugarman, 1993; David & Dudley, 1985). 
Therefore, judges might use mental health professionals in the hopes that they will be able to 
make objective recommendations regarding the best interest of the child (Krauss & Sales, 2000).  
 Current standards for evaluations. Standards of practice are generally defined either as 
the customary way of doing things in a particular field (the “industry standard”) or as “best 
practices” in a particular field.  Standards of practice are internally established by the field itself. 
 This can occur informally, for instance, when a particular practice becomes “adopted” as the 
customary way of doing things.  It can also occur more formally, for example, through 
development of practice guidelines applicable to practitioners in the specific field, such as the 
“Specialty Guidelines for Forensic Psychologists” (Specialty Guidelines for Forensic 
Psychologists, 1991). 
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 To conduct their custody evaluations psychologists generally rely on guidelines that have 
been provided by American Psychological Association (APA), The Association of Family and 
Conciliation Courts (1991; 2011) and others. Ackerman (2006) indicates that psychologists 
should consider the following factors when making custody recommendations: (a) the overall 
stability of each parent; (b) the job stability of each parent; (c) the stability of residence of each 
parent; (d) a review of psychological hospitalizations, medication, and therapy records for each 
parent; (e) any treatment records or indication of alcohol or drug problems for each parent; (f) an 
evaluation of which parent will be more likely to support the relationship of the other parent with 
the child; (g) an evaluation of which parent will be more likely to support the child in daily 
activities; and (h) relationship between the parent and the child or children involved in the case.  
To make suggestions to the court regarding the proper custodial and visitation 
arrangement, psychologists most often use observations, record reviews, collateral contacts, 
psychological testing (e.g., MMPI-2, MCMI-III, WAIS-IV), and interviews to determine the 
psychological disposition of both parents (Ackerman & Ackerman, 1997). In many ways, the 
nature of child custody evaluations are dictated by state standards for child custody decisions that 
dictate the nature of evaluations and vary from state to state. Particularly in relation to 
psychological testing, it is crucial for there to be standardized practices regarding the 
administration, scoring, and interpretation of instruments used in child custody cases (Karras & 
Berry, 1985).   
The APA has released a series of practice guidelines for custody evaluations. The APA 
panel (2009) concluded that psychologists are of great benefit to the area of child custody cases 
because they are able to provide the court with objective and impartial evidence to aid the court 
in assessing the best interests of the child. The current APA guidelines (2009) for child custody 
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cases appear in Appendix A. The basic purpose of the APA guidelines is to determine the best 
placement for the child, so the child‟s welfare is paramount.  The APA (2009) noted that 
evaluations should focus on the child‟s psychological needs and the parents‟ parenting abilities 
to determine the fit between parent and child. They noted that psychologists must maintain a 
specialized competence in custody evaluation, function as impartial evaluators, avoid conflicts of 
interest, maintain records, and engage in nondiscriminatory practices. Regarding the exact nature 
of the evaluation the APA suggested that psychologists should conduct the evaluation in a timely 
fashion and the scope should be consistent with the referral question, informed consent should be 
obtained, multiple methods of data collection should be used, and these data should be 
interpreted in the context of the evaluation. Lastly, they suggested that any recommendations 
made should be based on the best interests of the child (APA, 2009). 
The APA‟s general guidelines provide little guidance regarding the exact nature of 
custody evaluations or how psychologists should perform them. Although the APA emphasizes 
the importance of psychologists in custodial litigation, they have not specified what, if any, 
specific assessment tools should be used in the assessment of parents.  
Typical practice. Even in the absence of clear guidelines, the MMPI-2 is the most 
commonly used assessment instrument in child custody evaluations (Ackerman & Ackerman, 
1997; LaFortune & Carpenter, 1998; Quinnell & Bow, 2001). Ackerman and Ackerman (1997) 
surveyed psychologists who conducted child custody evaluations and found that 92% reported 
using the MMPI-2. The second most commonly used assessment technique was the Rorschach, 
with 48% of surveyed psychologists reporting that they used this measure. The use of the MMPI-
2 is, therefore, approaching a standard of practice in child custody work (Hagan & Castagna, 
2001). In fact, Ackerman (2006) states that any psychologist who conducts a child custody 
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evaluation and does not use the MMPI-2 should be subject to cross-examination regarding the 
omission of this test.  
In custody evaluations, the MMPI-2 is typically used to evaluate parent‟s psychological 
functioning and as an indicator of psychopathology (Ackerman, 2006). The MMPI-2 is not used 
to evaluate parenting capabilities directly; however, information gathered from the MMPI-2 may 
help to frame parenting capabilities for the evaluator.  For instance, a parent whose MMPI-2 
profile shows particular problems with reality testing and conformance to social expectations 
might have significant problems with parenting the child and co-parenting effectively. Thus, the 
MMPI-2 can be used to evaluate possible areas of concern for each parent regarding 
psychopathology. 
Very few articles exist regarding how the MMPI-2 should be used in child custody 
evaluations.  However, from its inception the MMPI was not offered as determinative of any 
clinical or forensic question, but as an empirically-derived basis for generating hypotheses for 
which the psychologist can assign appropriate weight in light of all collateral source information.   
Ackerman and Ackerman (1992) examined what types of elevations were correlated with 
custody outcomes.  They found that mothers who did not receive custody had the highest overall 
elevations, especially on scales 4 (psychopathic deviance), 6 (paranoia), 8 (schizophrenia) and 9 
(hypomania) and there was a clear pattern of parents who did not receive custody having higher 
mean scores on the MMPI-2. However, while they argue that no specific profile can indicate that 
an individual is a good or bad parent, higher scores on the MMPI-2 may serve as guidelines 
when making recommendations. There are no other published studies that examine how the 
MMPI-2 is used by custody evaluators to make decisions, nor are there any that advise custody 
evaluators on the use of the MMPI-2. 
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 In summary, psychologists are routinely called upon by the court to perform 
psychological evaluations to aid the court in making objective recommendations regarding the 
psychological well-being and best interests of the child. The APA has issued a series of 
expectations and standards to which psychologists are to adhere. However, the exact tests or 
interpretation of these tests has not been specified.  Nonetheless, the MMPI-2 remains the most 
commonly used psychological assessment technique in custody cases, even with a lack of 
guidance from the APA or from the research literature regarding how the MMPI-2 should be 
used or interpreted in this setting. 
MMPI-2 in Child Custody Evaluations 
 In addition to the limited empirical support for the use of the MMPI-2 in custody 
evaluation, there is little consensus regarding the best way to score the MMPI-2 for these 
evaluations. At present, there are several options available to clinicians when choosing among 
the several sets of MMPI-2 scales to produce profiles and interpret and the selection of scales 
will impact the interpretation of test data.  Clinicians can use the MMPI-2 Basic Clinical Scales, 
the K-corrected Basic Clinical Scales or the Restructured Clinical (RC) Scales to render an 
opinion on the presence and extent of psychopathology reported by the examinee. Unfortunately, 
there is little guidance for clinicians as to which form (Basic Clinical Scales, K Corrected Basic 
Clinical Scales, RC Scales) of the MMPI-2 to use in custody evaluations.  
History of the MMPI 
 To gain a better understanding of the application of the MMPI and MMPI-2 to custody 
litigants and to fully understand the possible implications regarding use of the different sets of 
scales, it is important to review the history of the MMPI and development of the MMPI-2. The 
MMPI was originally developed by Hathaway and McKinley (Graham, 2006) in 1942 as a self-
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report measure to assess psychopathology (Archer & Smith, 2008; Greene, 1991).  The main 
goals of the project were to create a measure able to produce a more useful description and 
diagnosis of patients than a psychiatric interview, to assist researchers in evaluating the efficacy 
of new treatments, and to assess changes in symptoms over time (Archer, 2005).  
 The original version was a 566-item true-false test that was used in psychiatric and 
medical screenings as a diagnostic aid (Pope, Butcher & Selene, 2006). In fact, the original name 
of the instrument reflects its origin and intended use, the “Medical and Psychiatric Inventory” 
(Archer, 2005). The MMPI was created to assess major forms of what would now be described 
as Axis I and, to a lesser extent, Axis II psychopathology.  The MMPI was not, with the 
exception of the Mf (Masculinity-Femininity) and Si (Social Isolation) scales, a measure of non-
clinical personality characteristics (Greene, 1991).   
 The MMPI was an empirically grounded instrument, meaning that item selection and 
scale development was undertaken on a statistical basis.  The test was developed using the 
criterion keying method of scale construction, and is often cited as an exemplar of this method 
(Anastasi, 1982). Hathaway and McKinley selected a large pool of potential items from sources 
such as case histories and reports, textbooks, and published personality scales (Graham, 2006).  
This method produced over 1000 items, believed to describe psychopathology, and Hathaway 
and McKinley then selected the 504 items they believed were independent of each other 
(Graham, 2006).  
 Next, the 504 items were presented to a patient group and to a sample of nonpsychiatric 
individuals (Pope et al., 2006). The patient groups were selected from the psychiatric patients at 
the University of Minnesota Hospital and included 221 patients who represented the following 
diagnostic categories: hypochondriasis, depression, hysteria, psychopathic deviate, paranoia, 
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psychasthenia, schizophrenia, and hypomania (Graham, 2006).  Graham (2006) states that the 
clinical groups represented: 
 All major psychiatric categories being used clinically at the time of the construction 
of the test.  Clinical participants were divided into subgroups of discrete diagnostic 
samples according to their clinically determined diagnostic labels.  Whenever there 
was any doubt about a patient‟s clinical diagnosis or when more than one diagnosis 
was given, the patient was not included in this clinical reference group. (p. 2) 
 The nonpsychiatric individuals (N = 724) in the sample consisted of: recent high school 
graduates, relatives and visitors of the patients at the University of Minnesota Hospitals, Work 
Progress Administration (WPA) workers, and medical patients (Graham, 2006). These 
individuals were reported to be a representative sample in terms of age, gender and marital status 
as compared to the 1930 U.S. census for Minnesota (i.e., married, age 35, and living in a small 
town or rural area; Hathaway & McKinley, 1940). On average, they had eight years of schooling 
and worked in a trade (skilled or unskilled; Dahlstrom et al., 1972). The participants used to 
create the MMPI were not a representative sample of the United States in the 1930s.  
 Following data collection from individuals in the sample, Hathaway and McKinley 
compared the responses of the comparison and criterion groups, using item analysis, and items 
were selected based on their ability to differentiate between the comparison (nonpsychiatric) and 
criterion (psychiatric) groups (Archer, 2005).  As Friedman, Lewak, Nichols, and Webb (2001) 
noted, the scales were generally named after the criterion group they were meant to define (e.g., 
depression, hysteria, and schizophrenia). Scale scores were produced by adding one raw score 
point for each answer endorsed by the examinee in the same direction as that of the criterion 
group.  Thus, higher scores on an MMPI scales indicate that an individual was answering in a 
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manner increasingly consistent to the criterion group (i.e., having more symptoms similar to 
those of the criterion group; Archer, 2005). These raw scores were then converted into 
standardized T-scores with a mean of 50. Elevations were defined as significant only if an 
elevation greater than or equal to T = 65 was present. 
 Many researchers and authors claim that the MMPI was “atheoretical” because of its 
development; however, this is not completely accurate (Archer, 2008).  Though there was no 
explicit theory employed in the assignment of items to particular scales, the selection of clinical 
groups and generation of items was informed by the understanding of psychopathology in the 
1940s.  For instance, Hathaway and McKinley generated a pool of nearly 1,000 statements from 
psychiatric examinations forms, textbooks, and other personality scales. This means that the 
statements selected were based on theory of psychopathology in the early 1940s and reflected the 
prevailing understanding of the symptoms and behaviors associated with those diagnoses 
(Archer, 2008) while item retention was solely based on the relationships between the items 
empirical correlates.  
 Regardless of the theoretical or atheoretical nature of the test development, the MMPI did 
not perform as the authors expected. Due to the criterion keying method used by Hathaway and 
McKinley there was a high degree of item overlap in the Basic Clinical Scales (Rogers, Sewell, 
Harrison, & Jordan, 2006). As Graham (2006) states,  
[A]fter a decade of clinical use and additional validity studies, it became apparent that the 
MMPI was not adequate to successfully carry out its original purpose, namely, the valid 
psychodiagnosis of new patients. Although patients in any particular category (e.g., 
depression) were likely to obtain high scores on the corresponding clinical scale, they also 
often obtained high scores on other clinical scales (p. 5). 
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Rogers and colleagues (2006) noted that only nine of the 33 items on Scale 1 (Hypochondriasis) 
do not overlap with the content of other Basic Clinical Scales (Hypochondriasis [Hs], Depression 
[D], Hysteria [Hy], Psychopathic Deviate [Pd], Paranoia [Pa], Psychasthenia [Pt], Schizophrenia 
[Sc] and Hypomania [Ma]). They pointed out that this overlap between items decreased the 
MMPI Basic Clinical Scales ability to differentiate between clinical conditions because 
individuals were likely to elevate more than one scale at a time.  
 Many individuals who took the MMPI (and MMPI-2) and produced clinical profiles 
elevated on more than one scale (often two) and, therefore, most interpretations were made using 
“code types,” defined as the pattern or configuration of basic scales that are elevated for a given 
individual. Ben-Porath and Archer (2008) noted that code types have played an important part in 
the interpretation of the MMPI. Over time, code types have been developed that identify both 
diagnosis possibilities and general behavioral descriptors.  Thus, the widespread use of code 
types has changed the use of the MMPI to allow for “classifying patients into meaningful types 
and detecting the empirical correlates of membership in these classes” (Ben-Porath & Archer, 
2008, p. 84).  Overall, the MMPI Basic Clinical Scales have been found to be very helpful in 
clinical settings. However, they were created with a potentially outdated view of 
psychopathology that predated the development of the First Edition of the Diagnostic and 
Statistical Manual. 
MMPI-2 – Restandardization Project 
 As early as the 1970s Butcher and others expressed the view that there was a substantive 
need to update the MMPI. Critics noted that the MMPI had not been revised since its original 
publication in the 1940s (Graham, 2006). Among the expressed concerns was: (a) the original 
sample was clearly one of convenience and was not representative of the U.S. population; and 
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(b) the scales contained outdated language, poor grammar and punctuation and, occasional, 
sexist language (Graham, 2006).  Based on this criticism and concerns regarding the MMPI a 
restandardization project was undertaken. 
 The MMPI Restandardization Project began in 1982 and resulted in the publication of the 
MMPI-2 in 1989 (Butcher et al., 1989).  The original goal of the project was to generate new 
normative data for MMPI with a contemporary sample of adults. This goal was later expanded to 
include the creation of a separate version of the test for adolescents, the removal of awkwardly 
worded items, removing or replacing non-working items, and developing a new way to transform 
scale raw scores to standard scores (Archer & Smith, 2008). The adult normative sample used 
was much larger and more diverse than the original MMPI sample, consisting of 1138 men and 
1462 women collected in seven locations from around the country (i.e., California, Minnesota, 
North Carolina, Ohio, Pennsylvania, Virginia, and Washington; Graham, 2006).   
 As the authors of the new MMPI-2 worked towards the above stated goals, few changes 
were made to the MMPI during the restandardization project and most of the items from the 
original MMPI remained unchanged. Of the 550 items that made up the MMPI, 82 items were 
selected to be rewritten during the standardization project (Ben-Porath & Butcher, 1989).  Of 
those items, 26 contained obsolete language, 15 contained sexist language, 14 required 
rewording to improve readability, eight required clarification, seven needed grammatical 
changes, six were simplified and two contained references to Christianity and were broadened to 
include all religions (Ben-Porath & Butcher, 1989). 
 Ben-Porath and Butcher (1989) determined that the Basic Clinical Scale scores on the 
revised version of the MMPI-2 were virtually interchangeable with the scores on the original 
version. The original Basic Clinical Scales, with the exception of the non-clinical dimensions of 
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Mf (Masculinity-Femininity) and Si (Social Introversion), remained virtually unchanged in the 
MMPI-2.  Ben-Porath and Butcher (1989) examined this by asking 189 undergraduate students 
to complete both forms of the MMPI.  Results indicated that there were no significant differences 
in the test-retest correlations on the Basic Clinical Scales. 
 Due to the high overlap between the original and revised Basic Clinical Scales research 
findings the Basic Clinical Scales on the MMPI generalize to the restandardized Basic Clinical 
Scales on the MMPI-2 (Butcher, Graham, & Ben-Porath, 1995). This continuity has been shown 
by Graham and colleagues (1991) who demonstrated that the use of uniform T-scores on the 
MMPI-2 did not alter the nature of the individual profile from the MMPI. Thus, Archer (2008) 
noted “the Restandardization Committee‟s primary goal for the project, maintaining continuity of 
the Clinical Scale in the revised version of the test, was accomplished” (p. 89). 
 Strengths and weaknesses of the Basic Clinical Scales. The MMPI-2 Basic Clinical 
Scales are almost identical to the Basic Scales that appeared in the original MMPI. As a result, 
researchers have a literature based on nearly seven decades of investigations. Overall, the Basic 
Clinical Scales on both the original MMPI and the MMPI-2 show relatively low levels of 
internal consistency that are reported to range from .34 to .87, caused by the high levels of 
overlap between the scales and low levels of discriminant validity and internal reliability 
(Graham, 2006). However, test-retest reliability over 30 to 90 day periods have been shown to be 
high for each of the Basic Clinical Scales, ranging from .54 to .93 (Butcher et al., 2001). One of 
the main drawbacks of the MMPI-2 is there is little evidence of discriminant validity on many of 
the scales, which is largely a product of the high levels of item overlap and correlations between 
the scales (ranging from .04 to .91; Helmes & Reddon, 1993; Tellegen et al., 2003). These 
characteristics may make it difficult for evaluators to determine the exact nature of scale 
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elevations and may cause difficulty in making assumptions regarding parenting based on single 
scale elevations or code types.  
 While it is clear that the MMPI and MMPI-2 Basic Clinical Scales have both strengths 
and weaknesses, there are currently two other options available to interpret the MMPI-2, which 
may reduce some of these concerns. Thus, in order to determine which of the interpretations 
would be most useful in child custody evaluations to measure parents‟ mental well-being, it is 
important to examine each of the options, their development, and relative advantages of their 
use. 
K Scale 
 The K-scale was developed as a method for determining defensive response patterns on 
the MMPI-2. The K-scale has also been used to help correct for these defensive profiles with a 
method called the K-scale correction used with the Basic Clinical Scales. The K-corrected Basic 
Clinical Scales are calculated by using an individual‟s scores on the K scale and adding this as a 
correction to the Basic Clinical Scales based on the K scale scores. To understand the use of K-
correction it is crucial to understand the development of the K scale and the weighting procedure 
for K-correction. In this section, the development of the K scale and the K-correction procedure 
for the Basic Clinical Scales will be discussed. First the development of the K scale will be 
explored, followed by an examination of the K-correction procedure. 
 Use of the K scale. There are many situations under which test takers may have 
something to gain by producing inaccurate responses to test items. For example, parents in 
custody cases often “fake-good” or under-report psychopathology, as shown by research that 
indicates a large percentage elevate L and K (40.8% and 20.4%, respectively: Carr, Moretti & 
Cue, 2005). One of the ways in which this type of response pattern may be identified is by using 
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the validity scales that were developed during the infancy of MMPI, particularly the K scale. 
Meehl and Hathaway recognized that the test taker‟s attitude could decrease the accuracy of the 
scales in predicting external characteristics (Barthlow, Graham, Ben-Porath, Tellegen, & 
McNulty, 2002; McKinley, Hathaway & Meehl, 1948). In 1946, Meehl and Hathaway developed 
the K scale to assess or measure for defensive attitudes of the test taker that might influence their 
results on the Basic Clinical Scales (McKinley et al., 1948; Ricci, 2002).  
 The K scale was developed by comparing a sample of psychiatric patients assumed to be 
defensive because they produced normal range scores on the clinical scales and elevated the L 
(Lie) scale to a sample of individuals who were believed to be free of psychopathology 
(Barthlow et al., 2002). McKinley and colleagues (1948) described the process used to create the 
K scale in the following way,  
The K scale was derived by studying the item response frequencies of certain diagnosed 
abnormals who had normal profiles. It was here assumed that the occurrence of a normal 
profile was suggestive of a defensive attitude in the patient‟s responses. The response 
frequencies were contrasted with those from an unselected sample of people in general 
(normals). The differentiating items were then scored so that a high K score would be 
found among abnormals with normal curves, whereas a low score would be found in 
clinical normals having deviant curves. (p. 20)  
The K scale is scored by adding up the items on the K scale that are endorsed in the defensive 
direction and then calculating the corresponding T-score (McKinley et al., 1948). Meehl and 
Hathaway (1946) assumed that the K scale was a measure only of defensiveness, and essentially 
unrelated to various forms of psychopathology. However, some subsequent studies have 
indicated that K is related to several important variables including self-acceptance, poise, 
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comfort in social situations, overall adjustment level, and socioeconomic status (Barthlow et al., 
2002).  Barthlow et al. (2002) noted that if there are meaningful relations between K and 
personality characteristics related to adjustment then the K correction may reduce (rather than 
increase) the relation between scale scores and external measures by controlling for meaningful 
variance.  Custody litigants tend to produce higher scores on K and therefore use of the K-
correction procedure described below may remove some of this defensiveness. 
Use of the K correction procedure. McKinley, Hathaway and Meehl (1948) developed 
the K-correction procedure. This procedure adds a portion of the raw K scale score to five of the 
Clinical scales to account for “defensiveness” in the test taker (Ricci, 2002; Ben-Porath & 
Archer, 2008). K-correction was used to reduce the rates of “false negatives” on the test (i.e., 
patients with significant psychopathology who produce clinically normal profiles). This was 
theorized to be possible because the false negative that was created by a defensive client who 
denied psychological problems could be “corrected” by adding a portion of the total K raw score 
to Clinical scales Hs, Pd, Pt, Ss and Ma (McKinley et al., 1948). In their 1948 article, they noted 
that the original method for using K was vague and required considerable experience on the part 
of the evaluator, as such they proposed the development of uniform K-correction weights that 
would provide guidance to clinicians in correcting defensive profiles (McKinley et al., 1948). 
They demonstrated that evaluators could correct for the defensive profile by developing standard 
“norms” for certain clinical groups that would help the clinician apply the appropriate amount of 
K-correction needed for the Basic Clinical Scales to improve their predictive ability. They 
argued that the amount added to the score for each of the scales should be based on the degree to 
which K was elevated, representing the degree to which the person presented as defensive 
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(McKinley et al., 1948). McKinley, Hathaway, and Meehl (1948) describe the method used to 
create K-correction weights as follows,  
Consider a given personality variable, represented in deviate score from by X, 
where the deviation is from the mean of normals. Let the K deviate score be 
represented by Z. Let  be an arbitrary weight, whose optimal value is to be 
determined. Optimal value refers here to the  which achieves the best 
differentiation between a criterion group of abnormals diagnosed as having the 
abnormality in question (e.g. hypocondrasis) and a sample of unselected normals. 
In other words, we are here considering the personality variables singly, by 
specific diagnosis, rather than „abnormals‟ as a while.  Then the deviate corrected 
score on the given abnormal component is Y = X +  Z. (p. 22) 
Though McKinley and colleagues (1948) developed the K correction for use in their medical 
hospital setting and suggested that individual K-weights would need to be adjusted for other 
settings, the original formula developed for K-correction is still in use today in all populations. 
 Several studies over the past decades have been mixed in their support for the use of K 
correction. Wooten (1984) investigated the usefulness of K-correction in a sample of 400 Air 
Force trainees (referral group) who were identified by the Air Force as having emotional or 
behavioral problems due to behavioral infractions, and a “control” group of 200 trainees who 
were not identified as having any emotional or behavioral problems.  The referral group was 
given the MMPI as part of standard procedure by the Air Force, while the comparison group was 
given the MMPI as part of another project.  They found that both K-corrected profiles and non 
K-corrected profiles were able to identify the individuals in the referral group with a hit rate of 
80.2% for K-corrected and 78.3% for non-K-corrected profiles.  However, they also found that 
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K-corrected profiles were more likely to yield a “false-positive” and identify individuals who 
were in the control group as being in the reference group (34.5% for K-corrected versus 30.5% 
for non-K-corrected) and thus determined that though the K-correction reduces the risk of false 
negatives it also increased the risk of false positives and that overall the advantage of K-
correction is “slight, if it exists at all” (pp. 471). This study demonstrates that the use of the K-
corrected Basic Clinical Scales may not be useful for interpretation of profiles in this particular 
population. 
 Colby (1989) examined the rate of false positive and false negatives in a group of 214 
psychiatric inpatients and 289 non-patients.  Both groups completed the MMPI and their profiles 
were then scored using K-correction and omitting the K-correction procedure.  Overall, results 
indicated that using K-correction reduced false negatives by 2.89% while omitting the K-
correction procedure reduced false positives by 4.85% and that clinical agreement and MMPI 
profile elevation was good with or without K-correction. Statistics were determined by 
comparing the MMPI profiles to external criteria to determine the validity of the profile.  Colby 
concluded that the non-K-corrected MMPI should be taken more seriously. However, Colby left 
room for the possibility of its usefulness in job evaluations or forensic settings since these 
settings have the potential for a higher rate of “fake good” response sets. 
 Heilbrun (1963) conducted a two-phase study to examine the need for new K-correction 
weights with a sample of “normal” college students.  The sample consisted of 50 male and 50 
female undergraduates who were seeking services at a university counseling center for personal 
adjustment problems and 450 male and 450 female undergraduates who had not sought services.  
The second phase of the study consisted of two cross-validations of the optimal K weights 
obtained in the initial phase of the study. Heilbrun found that his revised K weights replicated 
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well in his study and that there was evidence that it might be replicated in other college 
populations.  However, follow up studies have not been done and Heibrun‟s revised K weights 
are not currently used in any population.  
 Other lines of research have examined the relation between theoretically related external 
correlate variables and the K-corrected or non K-corrected Basic Clinical Scales to determine 
which set best correlates with the external correlate variables.  Archer, Fontaine and McCrae 
(1998) conducted a correlational study that examined the effect of K-correction on external 
criteria for 692 psychiatric inpatients. Individuals‟ scores on the MMPI-2 were compared to 
scores on the Symptom Checklist-90-Revised (SCL-90-R), a self report inventory, the Brief 
Psychiatric Ratings Scale (BPRS), that is based on therapist report, and the Global Assessment 
Scale (GAS), part of the five axis diagnostic system. Results indicated that the use of the K-
correction procedure did not result in higher correlations to external criteria, regardless of if this 
was client or therapist reported external criteria.  
 McCrae and colleagues (1989) conducted a study examining the usefulness of K-
correction in 174 men and 100 women between the ages of 20 to 89 who had MMPI profiles as 
part of the Baltimore Longitudinal Study of Aging (McCrae et al., 1989). These MMPI profiles 
were then compared to the NEO Personality Inventory. McCrae et al. found that the use of K-
correction reduced the correlation between the MMPI and theoretically related, or unrelated 
scales on the NEO observer and self report scores. McCrae et al., (1989) indicated that the 
following statement sets the stage for the reasons why K-correction should not be used: 
“If individuals are defensive or try to present a falsely favorable picture of 
themselves, they will score high on the MMPI K scale 
Some individuals score high on the K scale. 
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Therefore, these individuals are presenting a falsely favorable picture of 
themselves.” (McCrae et al., 1989, p. 58) 
They argued instead that the first and second premises of this argument have been empirically 
tested. However, the conclusion does not logically follow from the first to the second statement.  
They stated, in fact, that there may be many other reasons why an individual could obtain a high 
K score and noted the most likely explanation is the items describe the individual.  They argued 
that unless the possibility that the items may be true about the person can be ruled out, it is not 
logically or clinically valid to assume the individual is defensive. 
 Defensiveness in child custody litigants and its possible relationship to K-correction. 
The empirical data indicate that the K correction may be of relatively limited value in studies 
conducted among normal populations, college students and outpatients.  However, child custody 
litigants are a significantly different group that has been shown to have unusually high K scale 
scores. Bagby, Nicholson, Buis, Radovanovic and Fidler (1999) conducted a study to examine 
defensiveness in custody litigants using the MMPI-2.  In a sample of 117 custody litigants the 
researchers found that 74% of custody litigants produced defensive profiles, defined as 
significant elevations on L, S, or K, if all validity scales were used to determine defensive 
responding. Bagby et al. found that custody litigants tended to produce a mean elevation of 56.51 
on K, indicating that K correction would often have an impact on the Basic Clinical Scale scores 
for this population. 
Bathurst, Gottfried, and Gottfried (1997) conducted a study to provide normative data 
regarding the MMPI-2 profiles for clients involved in child custody litigation.  In a sample of 
508 individuals involved in custody litigation, they found that litigants had a mean K score of 
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56.01, again indicating that this is a particularly defensive population with scores more than a 
half standard deviation above the mean for “normal” populations. 
Child custody litigants may tend to produce elevated K scale scores because of the 
inherently adversarial nature of the legal system.  Individuals engaged in litigation may be more 
defensive and strive to present themselves in a more positive light compared to individuals in 
other settings.  Therefore, it is hypothesized by the researchers in the current study that if K 
correction were to be useful in any setting, it would be in forensic settings that were associated 
with high levels of defensiveness such as child custody evaluations.  Additionally, the ability to 
identify false negatives is particularly useful in this type of case where a psychologist is charged 
with determining the best placement for a child based, in part, on the accurate assessment of 
psychological functioning of the parent.  
In summary, K correction was not developed for use in a forensic population.  At best, 
previous research has been mixed regarding the usefulness of K correction. Additionally, little 
research has been done with direct examination of the usefulness of K correction with forensic 
populations. These groups may be among the most likely to be positively affected by K 
correction because of the defensive nature of many individuals involved in custody litigation. 
Thus, it is clear that support for the use of the K-corrected Basic Clinical Scales has mixed 
support in the literature.  The final option for interpreting an MMPI-2 profile is the MMPI-2 RC 
scales. These scales are significantly different from the Basic Clinical Scales with and without K 
correction. 
Restructured Clinical Scales (RC scales) 
 The Restructured Clinical Scales or RC scales were developed by Tellegen and 
colleagues (2003) to address the perceived shortcomings of the Basic Clinical Scales.  One of the 
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main goals of Tellegen et al. was to remove the effect of the “first factor.” The first factor is the 
name for the general demoralization or malaise that was thought by Tellegen and colleagues to 
pervade the Basic Clinical Scales and add to the low discriminant validity on the scales (e.g., 
Archer, 2006; Osberg, Haseley, & Kamas, 2008). This first factor was a result of the empirical 
keying techniques employed in the development of the MMPI.  The MMPI-2 Basic Clinical 
Scales contain a large number of items that overlap and, thus, there is a large amount of 
intercorrelation between scales (Graham, 2006).  The first factor (demoralization) taps into 
emotional distress and overall maladjustment that is common to many forms of psychopathology 
and, thus, part of the shared variance among many of the MMPI-2 scales (Osberg et al., 2008).  
Additionally, Tellegen et al. (2003) set out to address the problems of “questionable subtle items, 
and the lack of theoretical grounding” in the MMPI-2 (Sellbom, Ben-Porath, McNulty, Arbisi, & 
Graham, 2006). 
 Tellegen et al. (2003) employed a more complex four-step method to create the RC scales 
than had been used in the original development of the Basic Clinical Scales. Part of the creation 
of the RC scales was guided by Jackson‟s (1970) work on scale construction. Jackson took issue 
with empirically derived scales stating that it was no longer necessary to rely only on external 
criteria.  Instead, Jackson argued that test development could be guided by four principles: (a) 
preeminence of psychological theory, (b) suppression of response-style variance, (c) scale 
homogeneity and generalizability, and; (d) convergent and discriminant validity (Rogers, Sewell, 
Harrison, & Jordan, 2006).  Using Jackson‟s four principles, Tellegen et al. began the process of 
developing the RC scales. 
The first step was to define the variable of demoralization and determine which MMPI-2 
items would load on that variable. Tellegen and colleagues (2003) combined the items from 
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scales 2 (Depression) and 7 (Psychasthenia) because anxiety and depressive symptoms were 
thought to be similar to demoralization. Graham (2006) noted that early factor-analytic studies 
revealed that much of the shared variance in the clinical scales was due to a factor labeled as 
“anxiety, general maladjustment or emotional distress” (p. 153) that was thought to be most 
strongly represented on scales 2 and 7. With these items used as a marker for the first factor, a 
factor analysis was conducted on each of the Basic Clinical Scales and then the same process 
was done with the remaining MMPI-2 item pool and produced 23 items that appeared to load on 
this first factor. 
In the second step, there was an attempt to remove the first factor co-variance from the 
item pool of the Basic Clinical Scales.  In order to do this each of the 23 demoralization items 
(first factor) were added to each of the Basic Clinical Scales and a factor analysis was conducted.  
Items from the Basic Clinical Scales that appeared to load with the demoralization items were 
removed and then the scale was renamed based on the remaining item pool.  
In the third step, Tellegen et al. (2003) selected 158 items that did not load highly with 
demoralization and appeared to have high correlation with the Basic Clinical Scales on which 
they originated.  Items were then removed to reduce overlap and increase internal consistency 
until a final item pool of 73 statements remained and formed the basis for RC1- RC9 scales, 
forming seed scales for each.  
In step four, additional items were added to each scale if they correlated with the seed 
scale above a minimum value and below a minimum value with all other scales.  This complex 
procedure resulted in the following scales: RCd – demoralization, RC1 – Somatic Complaints, 
RC2 – Low Positive Emotions, RC3 – Cynicism, RC4 – Antisocial Behavior, RC6 – Ideas of 
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Persecution, RC7 – Dysfunctional Negative Emotions, RC8 – Aberrant Experiences, RC9 – 
Hypomanic Activation (Tellegan et al., 2003). 
Though the development of the scales was very different from that of the MMPI-2 Basic 
Clinical Scales, the RC scales have strong positive correlations with their corresponding (i.e. root 
scale, such as D for RC2) Basic Clinical Scales (with the exception of Hy and RC3; e.g., 
Tellegen et al., 2003) as shown through the use of an intercorrelation matrix, indicating that they 
are measuring similar constructs (Graham, 2006).  The one exception to this is for RC3 and scale 
3, RC3 coding was reversed and all somatic items were removed, thus leading to its low 
correlation with scale 3 (Graham, 2006). Tellegen et al. (2003) reported correlations for the RC 
scales with several external criterion measures for outpatients with data demonstrating higher 
levels of discriminant validity than the Basic Clinical Scales. 
The differences in the development and scoring of the RC scales may create a more or 
less accurate interpretation of child custody litigants‟ profiles.  The validity of the RC scales has 
yet to be evaluated in this population.  The increased levels of discriminant validity are likely to 
create a ”cleaner” profile and may, therefore, produce lower correlations to external criteria 
which should be unrelated on a theoretical basis to the MMPI scale in question (i.e., convergent 
validity between RC scales and Basic Clinical Scales may be similar, but discriminant validity of 
the RC scales may be superior to that achievable through the use of the Basic Clinical Scales).  
 Support for the use of the RC scales. There has been considerable controversy 
regarding the RC scales since their development in 2003.  This controversy surrounds the 
validity of the scales, the development of the scales, and the basic intellectual foundation for the 
RC scales. Authors have made various arguments against the use of the RC scales including that 
they are redundant with the Basic Clinical Scales and that they represent a fundamental and 
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unnecessary move away from the tradition of the MMPI. The research supporting the use of the 
RC scales is reviewed below with research suggesting limited utility of the RC scales reviewed 
in the next section.  
 Much of the research in support of use of the RC scales has focused on the increased 
incremental validity of the test added by the increased discriminant validity produced by the RC 
scales. Sellbom and Ben-Porath (2005) conducted a study on the RC scales using 985 students 
enrolled in general psychology classes. The authors asked the students to take the MMPI-2 and 
the MPQ, which is a 276 item self-report inventory about temperament and personality.  The 
authors found that the RC scales converged with measures of specific personality traits on the 
MPQ in ways that would be consistent with the theory of the development of the test and 
meaning of specific scales.  For instance, RCd (Demoralization) generally correlated with 
measures of demoralization or negative emotions on the MPQ showing strong convergent 
validity. Lastly, the authors found that the RC scales had higher levels of discriminant validity 
than the Basic Clinical Scales, meaning the RC scales tended not to correlate with items that 
should be unrelated to the construct being measured.  
Sellbom, Ben-Porath, Graham, Arbisi, and Bagby (2005) demonstrated that the RC scales 
are no more likely than the Basic Clinical Scales to over-report or underreport psychopathology 
in a large archival sample that included college students, inpatient psychiatric patients, and 
medical patients. In all samples, the participants were randomly assigned to a condition and 
individuals were given instructions to either over-report, underreport or they were given standard 
instructions. The authors then examined the overlap and differences between the RC scales and 
the Basic Clinical Scales. The authors found that differences between the RC scales and the 
Basic Clinical Scales occurred in 10-35% of cases. They determined that elevated Basic Clinical 
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Scales should only be interpreted when the corresponding RC scale is elevated, whereas some 
RC scales can be interpreted even when the corresponding Basic Clinical Scale is not elevated.  
This suggests that elevations on the RC scales may be more meaningful and interpretable than 
corresponding elevations on the Basic Clinical Scales.  
One of the current criticisms of the RC scales is that most of the research has been 
conducted by the original developers of the test.  Only a few studies have been conducted by 
researchers who were not involved in the original development of the RC scales. Wallace and 
Liljequist (2005) replicated Tellegen et al.‟s (2003) finding that indicated the RC scales are 
correlated with K-corrected Clinical scales but show less overlap due to the removal of the “first 
factor.” Wallace and Liljequist collected data from 150 client records at an outpatient treatment 
location.  The researchers used Pearson correlations for each of the original clinical scales and its 
counterpart on the RC scales.  Correlations among the RC scales were also calculated. The 
authors found that the RC scales evidenced less overlap than the MMPI-2 Basic Clinical Scale 
counterparts. They found that Scale 2 and 7 from the Basic Clinical Scales had the highest 
correlation (.74 and .76, respectively) to RCd (demoralization), which was hypothesized and that 
all of the Basic Clinical Scales were significantly correlated with RCd with the exception of 
Scales 3 (Hysteria) and 9 (Hypomania). These high correlations (ranging from .35 - .76) between 
the Basic Clinical Scales and RCd support Tellegen et al.‟s argument for the first factor 
(demoralization) pervading the Basic Clinical Scales. Lastly, the authors found strong 
correlations between each of the original Basic Clinical Scales and their counterpart on the RC 
scales, with the exception of Scale 3, which supports the argument of high convergent validity on 
the RC scales.  
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Simms, Casillas, Clark, Watson, and Doebbeling (2005) compared the RC scales to the 
original Basic Clinical Scale counterparts in a large study to determine the usefulness and 
validity of the RC scales. In their sample, 285 psychology clinic clients who had been seen at a 
training clinic between 1994 and 2002 and 567 military veterans who were participating in part 
of a larger study had data available to the researchers including the MMPI-2, the Schedule for 
Nonadaptive and Adaptive Personality (SNAP), and the Structured Clinical Interview for DSM 
Disorders (SCID). The RC scales and the Basic Clinical Scales were then compared regarding 
descriptive statistics, internal consistency (median alphas = .83 - .77), covariance structure and 
convergent and discriminant validity. Overall, their results indicated that the RC scales have the 
same internal consistency and are highly correlated with the Basic Clinical Scales but also have 
clearer patterns of convergent and discriminant validity than the Basic Clinical Scales when 
compared to the SNAP and the SCID. Thus, the authors concluded that the RC scales add to the 
usefulness of the MMPI-2 with increased convergent and discriminant validity. 
Osberg, Haseley, and Kamas (2008) examined the MMPI-2-RC scales in a large sample 
of college freshman to establish the usefulness and characteristic of the scales in this population.  
They collected MMPI-2 data from 744 18-year old college freshmen at a large northeastern 
university who were tested halfway through their freshman year.  They then compared the scores 
on the RC scales to the Basic Clinical Scales.  Findings indicated that the RC scales show good 
convergent validity with their Basic Clinical Scale counterparts, but also less item overlap than 
the Basic Clinical Scales.   
 These studies indicate that there is increased incremental and discriminant validity in the 
use of the RC scales. However, some authors have argued that these studies were mostly 
conducted by individuals who were involved in the creation of the RC scales and therefore 
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require replication (e.g., Nicholson, 2006).  Additionally, the validity of the RC scales has yet to 
be empirically examined in a forensic setting. As noted previously, forensic settings are different 
from many of the samples studied to date. Additionally, there has been significant controversy 
surrounding the use of the RC scales in a variety of populations, which will be examined in the 
next section. 
 Controversy surrounding the use of the RC scales. There is currently a large 
controversy surrounding the validity of the RC scales.  This controversy has become quite heated 
within researchers of the MMPI with several series of response papers (e.g., Nichols, 2006; 
Rogers, Sewell, Harrison, & Jordan, 2006) and special issues of journals (e.g., May 2009, 
Journal of Personality Assessment) devoted to the subject. Two main papers presented 
arguments regarding the validity of the RC scales.  First, Rogers and colleagues (2006) argued 
that the development of the RC scales represented a large shift in the empirical framework of the 
MMPI-2.  They argued that the method used by Tellegen and colleagues to develop the RC 
scales created scales that were likely to produce within-normal-limits or “normal” profiles.  
Rogers et al. took particular exception to scale 9 (Mania), which they felt did not have enough 
items and needed more work. Rogers et al. argued that RC9 rarely showed clinical elevations and 
had lower item homogeneity than the other RC scales, had less overlap with the original Basic 
Clinical Scale 9 and should potentially be considered a subsidiary scale with limited clinical 
usefulness.  
Second, Nichols (2006) argued that there were conceptual and methodological flaws in 
the development of the scales (including Tellegen‟s method for identifying and removing the 
first factor). Additionally, he argued that the RC scales are often redundant with the Basic 
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Clinical Scales and therefore provide little incremental gain in relation to the results produced by 
the MMPI-2.   
Overall, both the critics and the advocates of the MMPI-2-RF acknowledge that the RC 
scales differ significantly from their MMPI-2 counterparts, and that the scales are not equivalent. 
This is most clearly illustrated by the RC3 scale entitled “cynicism” which is actually negatively 
correlated with the Hy scale (Hypocondriasis), it‟s MMPI-2 counterpart. RC3 negatively 
correlates with its Basic Scale counterpart (Hy) because the overlap between the scales was 
removed.  The Hy scale contains many items that load on other scales related to somatic 
complaints and the need for positive approval, while the RC3 scale measures the opposite desire, 
cynicism. Thus, the RC3 scale no longer serves as a marker for somatization or physical 
malingering (Thomas & Youngjohn, 2009). 
The ultimate validity of the MMPI-2-RC scales will be determined by studying the 
instrument in a wide variety of settings. There has been no work done on the validity of the RC 
scales in custody evaluations.  Of all the forms of the basic scales examined in the current study, 
the MMPI-2-RF RC scales are by far the least researched and most unknown when applied to 
custody work.  
Use of external correlates to validate the MMPI   
As noted previously there are several potential problems with the use of the MMPI-2 in 
child custody cases. First, the MMPI-2 has not been validated for use in this context. Second, 
there are multiple methods that exist to interpret MMPI-2 results including the MMPI-2 Basic 
Clinical Scales, the K-corrected Basic Clinical Scales, and the Restructured Clinical Scales with 
no specific guidance regarding which set of scales would be most useful in these types of cases.  
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Construct Validity. In 1955, Cronbach and Meehl stated, “Validation of psychological 
tests has not yet been adequately conceptualized” (p. 281).  They noted that when the APA 
Committee on Psychological Tests undertook the task of specifying the types of qualities that 
should be shown in a testing instrument before it was published, they were forced to first identify 
four types of validity and to create the term construct validity. Construct validity tends to, by its 
nature, contain a wide variety of methods for validation and have significant overlap with 
criterion validity. Cronbach and Meehl (1955) stated, “construct validation is involved whenever 
a test is to be interpreted as a measure of some attribute or quality which is not „operationally 
defined‟” (p. 282). They noted that the use of construct validity to examine testing procedure was 
commonly used, although not named, and without the benefit of a clear process. In fact, 
according to the authors, measuring construct validity did not require any new methodology, 
simply a different view on the “criterion” which differentiated it from attempts to establish 
criterion-related validity. They noted that while criterion-related validity involved an acceptance 
of the operationalization of the definition of a construct, construct validity was used when there 
was no criterion available that is “fully valid” (p. 282). As a direct example of when the concept 
of construct validity would be useful they explained: 
The difficulties in merely „characterizing the surface cluster‟ are strikingly 
exhibited by the use of certain special and extreme groups for the purposes of 
construct validation. The Pd scale of the MMPI was originally derived and cross-
validated upon hospitalized patient diagnosed „Psychopathic personality, asocial 
and amoral type.‟ Further research shows the scale to have a limited degree of 
predictive and concurrent validity for „delinquency‟ more broadly defined. 
Several studies show associations between Pd and very special „criterion‟ groups, 
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which it would be ludicrous to identify as „the criterion‟ in the traditional sense. If 
one lists these heterogeneous groups and tries to characterize them intentionally, 
he faces enormous conceptual difficulty. For example, a recent survey of hunting 
accidents in Minnesota showed that hunters who had „carelessly‟ shot someone 
were significantly elevated on Pd when compared with other hunters. This is in 
line with one‟s theoretical expectations; when you ask MMPI „experts‟ to predict 
for such groups they invariable predict Pd or Ma or both. The finding seems 
therefore to lend some slight support to the construct validity of the Pd scale. But 
of course it would be nonsense to define the Pd component „operationally‟ in 
terms of, say, accident proneness. We might try to subsume the original 
phenotype and the hunting-accident proneness under some broader category, such 
as „disposition to violate society‟s rules, whether legal, moral, or just sensible.‟ 
But now we have ceased to have a neat operational criterion, and are using instead 
a rather vague and wide-range class. (p. 293) 
Based on this definition of construct validity and the lack of a clear criterion when examining the 
MMPI-2 and MMPI-2 RF scales, regarding external correlates for the MMPI-2 researchers are 
by default focusing on construct validity. While in some cases external correlates can be used to 
establish criterion-related validity, it is clear, at least in Cronbach and Meehl‟s (1955) view that 
in the case of the MMPI these correlates are always related to construct validity as there is no 
way to establish a criterion that is clear enough to establish criterion-related validity. Because of 
this, evidence of concurrent or predictive validity would go to the ability to support construct 
validity of the measure (Cronbach & Meehl, 1955). 
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Historically, research questions regarding the usefulness of the MMPI and MMPI-2 with 
specific population have been addressed by examining the construct validity of the instrument 
using external correlates. For instance, Graham, Ben-Porath and McNulty (1999) noted that the 
use of empirical correlates (external correlates) has been common since the development of the 
MMPI as a means to validate the use of psychological tests. Meehl (1945) stated, “a self-rating 
constitutes an intrinsically interesting and significant bit of verbal behavior, the non-test 
correlates of which must be discoverable by empirical means” (p. 297). The use of non-test 
empirical correlates can be used to demonstrate construct validity. Construct validity is defined 
as comprising “the evidence and rationales indicating the degree to which data from an 
assessment instrument measures the targeted construct; includes all evidence bearing on the 
measure and encompasses all types of validity. The degree to which measure of content validity, 
convergent validity, temporal stability, and discriminant validity” of a measure taps into a larger 
construct (Haynes, 2001, p.75).  
Devellis (2003) stated that “for example, if we view some variable, based on theory, as 
positively related to constructs A and B, negatively relation to C and D, and unrelated to X and 
Y, then a scale that purports to measure that construct should bear a similar relationship to 
measures of those constructs” (p. 53). Graham, Ben-Porath and McNulty (1999) argued that the 
meaning and interpretation of MMPI scale scores must be derived through research. This 
procedure was proposed for use in this study in order to determine the validity of a variety of 
MMPI-2 and MMPI-2-RF scales in this population. For example, the construct validity of the 
Restructured Clinical Scales has been established in research studies on a normative population 
and on mental health inpatients using external correlates (e.g., Binford & Liljequist, 2008; 
Handel & Archer, 2008).  However, to date no research has been conducted that has examined 
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the external correlates for the MMPI-2 scales when these measures have been used within the 
context of child custody evaluations.  
In the present study the construct validity of differing sets of scales (i.e., MMPI-2 RC 
scales, MMPI-2 Basic Clinical Scales) will be examined by evaluating the strength of the 
association of these scales to theoretically relevant external correlate variables in a sample of 
custody litigants. For example, Scale 4 on the Basic Clinical Scales purports to correlate with 
societal rule violations, thus relevant external criteria might include the individual‟s arrest 
records, substance abuse, and admitted infidelity. Additionally, the MMPI-2 and RC scales will 
be examined for evidence of convergent and discriminant validity in order to support construct 
validity. Convergent validity is defined as “the extent to which two measures assess similar or 
related constructs. The validity of a given measure is suggested if the measures correlate with 
other measures with which it is expected to correlate” (Kazdin, 2003, p.359). Additionally, 
discriminant validity is “the correlation between measures that are expected not to relate to each 
other or to assess dissimilar and unrelated constructs (Kazdin, 2003, p. 359). In this case both 
convergent and discriminant validity will be assessed in order to determine if construct validity is 
shown in the use of the MMPI-2 and the RC scales with a custody litigant population. 
Incremental Validity. Incremental validity is the ability of a measure to improve 
prediction above and beyond the level of prediction achieved through the use of another 
established instrument which purports to measure the same construct (Archer & Smith, 2008). 
Incremental validity can also be established using external correlates, by examining if the use of 
more than one scale improves the ability to predict to external criteria. For example, if the use of 
RC3 improves the ability to predict external correlates above and beyond the use of Hy scale 
alone.  
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Illustrating this approach, Efendov, Sellbom, and Bagby (2008) compared the predictive 
ability of the Trauma Symptoms Inventory‟s (TSI) Atypical Response Scale (ATR) and the fake-
bad scales of the MMPI-2 (e.g., F, FBS, etc.) to determine which validity scales were best for 
correctly identifying feigned PTSD symptoms. In this study the authors were able to compare the 
usefulness of the scales by attempting to predict group membership to an external correlate group 
(faking versus not faking). Using a series of hierarchical logistic regression analyses the authors 
were able to compare the usefulness of the validity scales in detecting faking on the MMPI-2 and 
to compare these results to those achievable by the TSI. In Efedov et al.‟s study the external 
criterion was defined as PTSD and identified through the use of the SCID, in contrast to the 
responses of subjects instructed to malinger PTSD for the investigation (making two groups: 
PTSD group and Malingering group). Using the hierarchical logistic regressions, the results of 
this research study demonstrated that MMPI-2 validity scales added incrementally to TSI scores 
in the accurate identification of PTSD versus malingering groups. In contrast, the TSI was unable 
to add additional predictive value in identifying this group when TSI scores were added to 
MMPI-2 validity scale results. These results showed that the addition of the MMPI-2 validity 
scales to the TSI scales added in ability to predict while the addition of the MMPI-2 scales to the 
TSI scales did not add incrementally in the hierarchical logistic regression analyses when entered 
as the second step of the analyses.  
In other studies using this method, researchers have compared MMPI-2-RF scales to each 
other in order to determine if linear combinations of several scales provide incremental gains in 
prediction to external criterion. For example, Sellbom, Toomey, Wygant, Kucharski, and Duncan 
(2010) recently investigated the usefulness of the validity scales in detecting malingering in a 
forensic sample.  Using a known groups design, in which the group the participant belong to was 
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identified ahead of time (malingering versus non-malingering) by administering the SIRS, a 
structured interview designed to assess for malingering. Scores on the SIRS were used as the 
external variable, and the groups were dichotomized into malingering or non-malingering based 
on elevations on three or more subscales in the probable range or one scale in the definite range 
placing the person in the malingering group. Using a series of hierarchical logistic regressions, 
the authors were able to evaluate the usefulness of the scale combinations in predicting group 
membership into the malingering or non-malingering groups. Researchers identified F-r 
(Infrequency Scale) and Fp-r (Infrequency Psychopathology Scale) as scales, which had been 
previously shown to be useful in identifying malingering and, therefore, chose to assess the 
usefulness of other validity scales in comparison to these two scales. Because of this, for all 
regression analyses F-r or Fp-r was entered as the first step of the regression equation with Fs-r, 
FBS-r, F-r or Fp-r entered as the second step. Results indicated that when Fp-r was added as the 
first step of the analyses F-r and FBS-r both added incrementally to the ability of the model to 
predict group membership when added as the second step and that when F-r was entered as the 
first step only Fp-r added to the ability of the model to predict. 
As in the two studies presented above, the current study focuses on evaluating the 
usefulness of the scales in comparison to other things (other sets of scales). In this case, as in the 
two examples above, the scales are being compared for their ability to predict group 
membership. While in the above cases this was membership in either malingering or non-
malingering groups, for the current study the focus was on group membership in a variety of 
dichotomous groups (e.g., history of arrest versus no history of arrest). For the purposes of the 
current study incremental validity will be evaluated through the use of three sets of scales. 
Specifically, the K-corrected Basic Clinical Scales and the RC scales will be compared to the 
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Basic Clinical Scales in order to determine if either of the former sets of scales add to the ability 
to predict to external correlates in comparison to the levels achieved through the non-K-corrected 
Basic Clinical Scales. As with the study conducted by Sellbom et al., (2010) this study will 
determine if linear combinations of scales improve the ability of the scales to predict to external 
group membership. As F-r and Fp-r were used as step one in Sellbom et al.‟s study, in this study 
the Basic Clinical Scales will be used as step one and the hierarchical logistic regressions will be 
used to determine if the addition of either the RC scales or the K-corrected Basic Clinical Scales 
are able to improve the ability of the model to predict group membership based on scale scores 
alone. For example, it was hypothesized that higher scores on Pd, Pd+K and RC4 would be 
positively correlated with a history of arrest. In this case, as in the case of the examples above, a 
hierarchical logistic regressions would be used to determine if entering the Basic Clinical Scales 
(Pd) as step one allowed a model to predict group membership (arrest history or no arrest 
history) then the RC scale (RC4) and the K-corrected Basic Clinical Scales (Pd+K) would be 
added (in separate regressions) to determine if the linear combination of two scales would 
improve the prediction of the model over the use of the Basic Clinical Scales (Pd) alone.  
The ability to empirically determine both construct validity and incremental validity in 
order to assess the most appropriate form of MMPI scales to use in child custody cases would 
increase the usefulness of the MMPI-2 to courts by identifying empirical relations between test 
findings and relevant external behaviors. Additionally, comparison to external correlates could 
help determine which set of scales would be most applicable to the child custody population. 
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Statement of the Problem 
 Children who experience the divorce of their parents are at increased risk for negative 
outcomes. This risk is further increased when the parents engage in high conflict behaviors in the 
years after the divorce.  In many high conflict divorces the court is forced to intervene and often 
will request a child custody evaluation to obtain recommendations regarding the best 
psychological interests of the child. 
 The current guidelines for these evaluations are vague which leaves many psychologists 
with the task of developing their own test battery.  Many different tests are used in child custody 
evaluations; however, the most common test used in evaluations is the MMPI-2.  Several ways to 
interpret the MMPI-2 exist: the Basic Clinical Scales, the K-corrected Basic Clinical Scales, and 
the RC scales.  This presents a problem for individuals conducting child custody evaluations 
because there is little guidance regarding which method is best to use for child custody 
evaluations. 
 Presently, clinicians must make their own decision how to score the MMPI-2 to examine 
an individual‟s potential pathology. Each form of the MMPI-2 comes with its own history and 
potential benefits and limitations.  It can be confusing for clinicians to determine which set of 
scales will provide the most informative and accurate information on a custody litigant‟s possible 
degree of psychopathology. 
 The current study was the first investigation of the construct and incremental validity of 
the MMPI-2 scales in a custody litigant sample. The investigation began (Step 1) by examining 
the convergent validity of the Basic Clinical Scales, K-corrected Basic Clinical Scales, and RC 
Scales. To achieve this goal, zero order correlations were used to assess the relation between the 
eight Basic Clinical Scales (Hy, D, Hs, Pd, Pa, Pt, Sc, and Ma), the five K-corrected Basic 
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Clinical Scales (Hs + K, Pd + K, Pt + K, Sc + K, Ma + K), and the eight RC scales (RC1, RC2, 
RC3, RC4, RC6, RC7, RC8, RC9) and a set of external criterion variables. The variables were 
selected on an a priori basis (e.g., arrest history, history of psychiatric hospitalization or 
treatment, medication, health problems) from interview data gathered from each participant (see 
below for description of selection process).  In a second step of the analyses, hierarchical 
regressions were utilized to examine the incremental validity of each scale from the Basic 
Clinical Scales, K-corrected Basic Clinical Scales, and the RC scales. To examine the 
incremental validity of the scales, a separate hierarchical regression was run for each scale. For 
example, when examining the Basic Clinical Scales one analysis would include the addition of 
Pd (scale 4) in step 1 with the addition of K-corrected scale Pd in step 2. A set of theoretically 
related external criteria were selected as the criterion variables. The results of this series of 
hierarchical regressions indicated the extent to which the addition of various sets of scales 
produces incremental validity. That is, the extent to which the addition of new scales accounts 
for significant variance in the criterion measures. 
 Hypothesis 1. It was hypothesized that all previously identified scales on the Basic 
Clinical Scales, the K-corrected Basic Clinical Scales and the RC scales would demonstrate 
convergent validity.  Each of the scales were thought to be associated with theoretically related 
external criteria in the hypothesized direction (see Table 1 for hypothesized directions of 
relationships). Additionally, it was hypothesized that the RC scales would show stronger patterns 
of discriminant validity than the Basic Clinical Scales with and without K-correction. 
 Hypothesis 2. It was hypothesized that the K-corrected Basic Clinical Scales would not 
add incrementally to the Basic Clinical Scales (Simms, Casillas, Clark, Watson, & Doebbeling, 
2005). This hypothesis was generally consistent with the prior literature that had examined the 
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relative contribution of K-corrected versus non-K-Corrected Basic Clinical Scales (e.g., Colby, 
1989; Tyler & Michaelis, 1953; Wooten, 1984; Heilbrun, 1963; Archer, Fontaine & McCrae, 
1998 & McCrae, Costa, Dahlstrom, Barefoot, Siegler & Williams, 1989).  
 Hypothesis 3. It was hypothesized that the RC scales would show incremental validity 
over the Basic Clinical Scales on variables with expected negative relations (e.g., Pd is 
hypothesized to be negatively associated with parental availability) and show little gains over the 
Basic Clinical Scales on variables with expected positive relations (e.g., Pd is hypothesized to be 
positively correlated with reported child abuse; Sellbom & Ben-Porath 2005). This relation was 
posited because the RC scales were designed to have less item overlap, which has been shown in 
past research (Sellbom & Ben-Porath 2005). More specifically, while both were hypothesized to 
add incrementally to the prediction to external variables, it was believed that the RC scales 
generally would produce higher levels of incremental gains when added into the equation in the 
second step. 
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Method 
Participants 
 Participants included 196 custody litigants (52.04% male, mean age = 40.80 years, SD = 
6.97; range 25-59) whose data were collected from two forensic psychology practices in 
Virginia.  These custody litigants participated in the evaluation pursuant to a court-order or by 
agreement of the parties. Individuals were selected from a larger sample (N=354; 50% male, 
mean age = 39.79 years, SD = 7.51; range 20 - 62).  
To be included in the current study individuals had to have completed the MMPI-2 and 
have correlate data (i.e., interview notes generated by the examining psychologist sufficient to 
reliably document the variables selected for inclusion in the Record Review Form (RRF)) 
available for the researchers. Exclusion criteria included failing to answer more than 15 items on 
the MMPI-2, or a VRIN, or TRIN T-score of greater than 80, which is an indication of 
inconsistent responding (Archer & Smith, 2008). No participants were excluded from the study 
based on these criteria. A second exclusion criterion was established to remove invalid profiles 
from the dataset by examining F, K, VRIN and TRIN for t-scores elevated over 80 as 
recommended in the MMPI-2 manual (Butcher et al., 1989). It was determined that two of the 
profiles contained F scale with t-score values above 80, and those cases were excluded from the 
analyses (Butcher, et al., 1989). No profiles contained VRIN, TRIN or K t-score values above 
80.   
The entire sample presented for evaluation from the year 2000 through 2010. However, 
individuals who presented prior to 2004 (N = 154) did not have correlate data as their files had 
been purged. Thus, the current sample consisted of 196 custody litigants for whom correlate data 
were available. Data collection took place at two sites: (a) the Department of Psychiatry and 
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Behavioral Sciences at a large medical school in Virginia (medical school; N = 28), and (b) a 
private forensic psychology practice in central Virginia (N = 172).  Approval was received prior 
to conducting analyses from the IRB of Virginia Commonwealth University. 
The overall sample of 354 individuals had equal gender representation and included 
biological parents, grandparents, stepparents, aunts, and uncles. The race/ethnicity of individuals 
involved in custody litigation is not a factor before the court and, therefore, was not available. 
However, the two forensic psychologists who provided the dataset for this study estimated that 
well over 90% of the litigants seen in their practices were of white European ancestry, and 
typically middle class or above in terms of social economic background.  
Measures  
Minnesota Multiphasic Personality Inventory-2 (Butcher et al., 2001). The MMPI-2 is a 
567-item true-false test and is the most widely used objective measure of psychopathology in the 
United States in both clinical and forensic applications (Ackerman & Ackerman, 1997; Archer & 
Smith, 2008). The MMPI-2 was updated and released in 1989, and was designed for and normed 
on individuals 18 years of age and older (Archer, 2005).  The test form contains eight clinical 
scales (Hypochondriasis [Hs], Depression [D], Hysteria [Hy], Psychopathic Deviate [Pd], 
Paranoia [Pa], Psychasthenia [Pt], Schizophrenia [Sc] and Hypomania [Ma]) and 3 validity 
scales (F, K, L). Each clinical scale was meant to correspond to a diagnostic category (e.g., 
Schizophrenia, Scale 8, was meant to indicate if a person suffered from schizophrenia) however, 
due to high item overlap the scales are most often used in conjunction with each other (code 
types) to aid in diagnosis. 
The K-corrected Basic Clinical Scales are created using the Q-local scoring program 
(Pearson Assessments), and involve the mathematical addition of a proportion of the K scale 
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scores of the Basic Clinical Scales. K correction is added to five of the MMPI-2 scales: Hs, Pd, 
Pt, Sc, and Ma. This procedure produces both raw scores and t-scores for Hs + K, Pd + K, Pt + 
K, Sc + K, and Ma + K. 
The MMPI-2-RF is a revised, 338-item version of the MMPI-2 that is designed to 
provide an efficient broad-band measure of psychopathology based on a subset of the MMPI-2 
item pool. The MMPI-2-RF contains nine scales (RCd – demoralization, RC1 – Somatic 
Complaints, RC2 – Low Positive Emotions, RC3 – Cynicism, RC4 – Antisocial Behavior, RC6 – 
Ideas of Persecution, RC7 – Dysfunctional Negative Emotions, RC8 – Aberrant Experiences, 
RC9 – Hypomanic Activation) and three validity scales (L-rf, K-rf, F-rf). Therefore, completed 
responses to the MMPI-2 permit rescoring to generate a full MMPI-2-RF response protocol. 
 Clinic Records and Demographic Information. At the medical school setting the 
Uniform Child Custody Evaluation System (UCCES; Munsinger & Karlson, 1994) was used for 
all custody litigants.  The UCCES provides custody evaluators a systematic method for gathering 
data that can be used to determine the best interests of the child.  At the private practice in central 
Virginia, data were collected from a detailed questionnaire constructed on Virginia‟s statutory 
definition of “best interest” (Code of Virginia 20-124.3 2000) and includes much of the same 
information as the UCCES such as age, gender, marital status, substance abuse history, legal 
history and reasons for divorce.  
The Record Review Form (RRF; see below) utilized in the current study was developed 
based on the identification of variables that were present in UCCES interview and in standard 
information collected format. In both cases, the forms were designed to insure that the same 
question was asked to each of the clients in the same way in each of the interviews.  
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 Record Review Form (RRF). The RRF consists of 35 items and was specifically 
developed for this study. The method for developing the RFF was based on the one reported by 
McNulty, Ben-Porath and Graham (1998) in their study of empirical correlates to the MMPI-2 in 
outpatient community mental health settings.  McNulty and colleagues described this approach 
as comprising “a comprehensive list of MMPI and MMPI-2 extratest correlates reported by 
Friedman, Webb, and Lewak (1989), Graham (1990), and Greene (1991). The list was compiled 
by extracting all of the profile descriptors contained in these three sources and eliminating 
redundant or inconsistent descriptors” (p. 397). For the current study a similar method was used, 
meaning that descriptors were extracted from the data available to the examiner. The data form 
compiled at the medical school setting contained 95 questions.  After a review of both interview 
forms it was determined that only 35 items could be obtained from both sets of files and the other 
60 items were dropped from the RRF. 
The RRF is a clinical record review form that was designed to be completed on the basis 
of the personal interview results charted for the litigants by the forensic psychologist conducting 
their evaluations. The RRF includes demographic data such as age, gender, employment status of 
the participant, and number of children in the family. It also includes information concerning 
mental health history such as the occurrence of prior psychiatric hospitalizations, prior outpatient 
treatment, and prior use of psychopharmacological medications such as antidepressants and anti-
anxiety agents by the participant. It also includes information concerning the litigants‟ health 
status and history of criminal charges including traffic violations resulting in a total of 75 
descriptors being available (see Appendix II).  
Procedure  
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Coding demographic data. Two advanced graduate students in clinical psychology 
programs served as coders at the two sites. The coders met to determine the expectations in terms 
of the application of the coding system to actual charts, and then worked independently in their 
chart rating activities.  After the two coders had completed their ratings for the 196 participants 
in this study, a third independent reviewer rated 20 (10%) of the charts in terms of accuracy with 
which the original raters‟ extracted the archival data. This third reviewer had a master‟s degree in 
psychology and 15 years of experience as a psychology research assistant. The files used to 
establish interrater reliability were randomly selected out of each day of coding. Reliability was 
not calculated for the two original coders, as they coded separate files. Comparison of the 
frequency of agreement between independent raters indicated that all variables showed at least a 
95% interrater agreement rate. This low rate of disagreement may be attributable to scorer 
training that occurred between the raters concerning the definition of coded variables.  
MMPI-2: The MMPI-2 was scored via computer using the Q-local scoring system 
developed by Pearson Assessments. The results were uploaded at the time of data collection.  All 
MMPI-2 scores were de-identified and linked to the demographic information only by a 
participant number assigned to the participant for the purposes of data collection.  The MMPI-2 
was then uploaded and rescored using the Q-local system to provide both scores on the Basic 
Clinical Scales the K-corrected Basic Clinical Scales and the RC scales.  
Sequence of the Investigation:  In the years (2000-2010) prior to this archival study, 
participants completed both the demographic information and the MMPI-2 as part of their 
custody evaluations.  They never filled out forms specifically designed for this study.  
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Results 
Data Analytic Strategy 
Data for this study were analyzed in three phases: preliminary analyses, data reduction, 
and main analyses. During the preliminary analyses data were cleaned and missing data 
identified. Correlate data and MMPI-2 scale scores were checked for inclusion in the study and 
statistical analyses were run to ensure that there were no systematic differences in the data by site 
or gender. 
 The data reduction step of data analysis focused on decreasing the chance of Type I error 
by reducing the number of external correlate variables. This was a two part process that included 
(a) expert raters reducing the proposed external correlate variables, and (b) a principal 
component analysis (PCA) undertaken to determine if the external correlate variables could be 
reduced into psychometrically meaningful scales. 
 The main analyses involved several steps which were conducted in order to examine the 
convergent, discriminant, and incremental validity of the scales. First, convergent validity was 
examined by exploring the relation between the MMPI-2 scales and external correlate variables 
that were hypothesized to have a relation with specific scales. Second, discriminant validity was 
examined by correlating the MMPI-2 scales with external correlate variables not hypothesized to 
have a relation. Finally, incremental validity of the scales was examined by running a series of 
logistical hierarchical regression analyses in order to determine if the use of the K-corrected 
Basic Clinical Scales or the MMPI-2-RC scales increased the ability of the scales to predict to 
the external variables. 
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Preliminary Analyses 
Data cleaning. First, the external correlate variables were examined for cases with 
missing data. Findings ranged from no missing data to external correlate variables with 58 
missing data points. Because of the nature of the variables and the data collection process, it 
could be assumed that data left blank most likely indicated a negative response for two reasons. 
First, 35% of items were left blank because the item content was not mentioned as a problem. 
For example, in some cases neither party mentioned problems with alcohol. In this case the item 
could be left blank, but it could also be coded as “no” because neither party involved in the case 
(i.e., neither the mother nor the father) mentioned concerns about alcohol use. Although each 
participant had their own data sheet, during data collection both parties‟ information was 
collected at the same time (as they shared a primary file). While there is certainly the risk of 
some error in this approach, after careful analysis of the options available this method of dealing 
with missing data appeared to produce the smallest risk of introducing error into the data. 
Second, 65% of the omitted items were follow-up questions to earlier items.  For instance, if a 
participant answered “no” to the question, “Have you ever been convicted of a crime?”, then 
questions regarding which type of crime they had been convicted of would be left blank. The 
examiner did not need to ask this question since the respondent had previously indicated he/she 
had never been convicted of a crime. Based on these two reasons, missing items were coded as 
“no” for the analyses. Between the items being left blank after either neither party mentioned the 
problem or because it was a follow up to an earlier question, all of the missing data could be 
accounted for. There were no cases that simply had missing data because the questions were not 
asked.  
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Data checking for MMPI-2 scales. Exclusion criteria had been established for MMPI-2 
data with profiles examined for greater than 30 items left blank (Cannot Say) as recommended in 
the MMPI-2 manual (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989). However, no 
profiles had more than 30 items missing, so no participants were excluded based on this 
exclusion criterion and all scales could be calculated for all participants. Table 1 presents the 
means, standard deviations, skewness and kurtosis values for all of the MMPI-2 scales after the 
removal of invalid profiles.  For skewness and kurtosis, values over 1.00 were considered to 
demonstrate problematic distributions (Tabachnick & Fidell, 2007). 
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Table 1 Means, Standard Deviations, Skewness and Kurtosis for all MMPI-2 K Corrected and 
Non-K corrected and RC Scales after Removal of Invalid Profiles 
Scale  Mean Sd    Minimum Maximum Skewness  Kurtosis 
L  57.1 10.5 38  87     .41         -.16  
F  46.6   7.0 36  67     .76     -.13  
K  58.9   9.3 30  78   -.44      -.21  
TRIN  55.4   5.3 50  73     .74        .32  
VRIN  44.0   8.9 30  80     .84      1.13  
Hs  46.2 8.29 33  70     .47       -.00 
D  48.5 7.15 36  70     .82        .45  
Hy  54.2 9.03 32  89     .52     1.30  
Pd  51.3 8.41 35  80     .67        .11  
Pa  55.8   10.33 34  89     .49        .70   
Pt  42.9 7.53 30  71     .77        .70  
Sc  43.4 7.51 30  67     .72        .20  
Ma  47.0 7.75 30  72     .54        .15  
Hs + K  51.5 8.19 30  86     .76      2.25  
Pd + K  55.2 8.64 36  79     .37       -.34  
Pt + K  49.0 7.32 32  72     .22         .02  
Sc + K  49.6 7.38 31  72    -.05       -.14  
Ma + K 48.7  7.95 31  74      .48         .07  
RCd  43.9 7.23 37  67      .92         .53  
Rc1  46.6 8.30 36  74      .67         .21  
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Rc2  46.1 7.20 34  69      .49         .12  
Rc3  44.9 8.52 34  78    1.35       2.98  
Rc4  47.0 8.60 34  79       .79         .54 
Rc6  54.2   11.57 44  86       .77        -.43  
Rc7  42.0 7.49 34  65       .95          .35  
Rc8  46.3 7.49 39  69       .56         -.62  
Rc9  43.4 7.85 24  66       .26          .30  
Note: Skewness and Kurtosis values > 1.00 are in boldface. 
Additionally, the distributions of the MMPI-2 scale t-score data were checked. To 
determine if any MMPI-2 scale had violated the assumptions of normality, the mean, standard 
deviation, minimum and maximum t-score value, skewness, kurtosis, and checks for potential 
outliers were examined for the MMPI-2 Basic Clinical Scales, K-corrected Basic Clinical Scales 
and RC scales.  The means, standard deviations, minimum, maximum, skewness and kurtosis for 
each of the scales, prior to the removal of the outlying profiles based on F scores above 80 or 
more than 30 items left blank, are presented in Appendix IV. With the invalid profiles remaining 
in the sample, there were significant issues with skewness and kurtosis on several of the scales 
(see Appendix IV) however, with the invalid scales removed, the majority of the problems were 
addressed (see Table 1). 
 Examining differences in the full sample and subsample. This step involved verifying 
that the subsample used in these analyses did not differ significantly from the larger sample of 
data collected. Since the participants in this study were part of a larger study (see Archer et al., 
2011), it was important to evaluate the extent to which MMPI-2 scores might differ for 
participants who did, and did not, have correlate data available. Preliminary analyses were 
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conducted to verify that the subsample did not significantly differ from the full sample in terms 
of MMPI-2 Basic Clinical Scale, MMPI-2 K-Corrected Basic Clinical Scales or the MMPI-2-RC 
Scales mean values. Participants of the full sample included 378 custody litigants whose data 
were collected from two forensic psychology practices in Virginia.  These custody litigants were 
individuals who had either retained a custody evaluator as part of their attempt to gain custody, 
or individuals who had been court ordered to participate in the evaluation as part of an ongoing 
legal process.  Individual cases were selected for the present study based on the availability of 
correlate data. The cases that were collected after 2004 and had a paper file of each individual 
participant was still available for review.  The external correlate variables for participants 
evaluated prior to 2004 had been destroyed because the Board of Psychology regulations no 
longer required that it be stored. As shown in Table 3, results of a MANOVA indicated that there 
were no significant differences between the larger sample and the subset used in this study 
regarding MMPI-2 Basic Clinical Scales, MMPI-2 K-corrected Basic Clinical Scales, or the 
MMPI-2-RC Scales. In each case the MANOVAs were run by entering the full sample and the 
subsample as independent variables in one analysis. Results indicated that there were no 
significant differences between the full sample and the subsample on the Non-K corrected Basic 
Clinical Scales F(1,194) = 1.16, p = .29, the K-corrected Basic Clinical Scales,  F(1,194) = 1.21, 
p = .25, or the RC Scales, F(1,194) = 1.27, p = .21. 
 Examining differences between sites. It was important to verify that systematic 
differences did not exist between custody litigants from the Southeastern (academic medical 
center) and Central Virginia (forensic practice setting) samples regarding demographic 
differences and in the MMPI-2 data. Table 2 presents the means and standard deviations for the 
demographic characteristics of child custody litigants collected in the Southeastern Virginia 
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academic medical center setting and for respondents collected in the Central Virginia forensic 
private practice setting. Statistical tests by site revealed no significant differences indicating that 
the regions could be combined into one sample. 
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Table 2 Demographic Means and Standard Deviations for Southeastern and Central Virginia 
Samples with Results of Statistical Comparisons by Region 
  Region      
Southeastern   Central Virginia   chi-square/t-test 
Gender                      
Male     n = 29   n = 72   
Female    n = 29   n = 64  X
2 =
 0.14 (.71)  
Relationship to the child                  
Biological parent   n = 53    n =120 
Non-biological parent   n = 5    n = 17  X
2 =
 0.58 (.45) 
Education                    
 Some high school   n = 4   n = 9 
 High school diploma   n = 8   n = 21 
 Some college    n = 21   n = 40 
 Completed college   n = 20   n = 33 
 Some graduate school     n = 1   n = 4 
 Graduate degree   n = 4   n = 30  X
2 =
 7.8 (.17) 
Age in years     42.2 (5.09)  40.3 (7.02) t = 1.60 (.11)  
Note. Numbers within parentheses under regions are standard deviations. Numbers within 
parentheses under statistical tests are exact probability values. 
 
The data were examined to determine if the sites (Central and Southeastern) differed in 
terms of mean MMPI-2 scale scores. First, the means and standard deviations for the non-K 
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Corrected Clinical Scales were examined. Table 3 shows the means and standard deviations of 
the MMPI-2 non-K Corrected Clinical Scales from the Southeastern and Central regions of 
Virginia. The results of these comparisons show that the mean t-score values did not differ 
significantly for the MMPI-2 non-K Corrected Basic Clinical Scales by site.   
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Table 3: Comparison of MMPI-2 Non-K-Corrected Mean T-scores and Standard Deviations 
from Southeastern Versus Central Virginia with F-test Comparisons by Region 
         Region    
Southeastern Virginia         Central Virginia       F Sig.
 
   Mean  SD     Mean    SD 
L   59.2            11.1     56.3   10.1     3.3 .07 
F   46.6  6.5            46.6      7.2           0.0 .99 
K   60.5  9.5     58.2     9.2     2.5 .08 
Hs   47.5  8.9     45.7     8.0     2.0 .16 
D   48.7  6.7     48.4     7.3     0.1 .73 
Hy   56.1  9.6     53.4     8.7     3.5 .06 
Pd   51.8  7.7     51.2     8.7     0.2 .63 
Pa   55.9  8.5     55.8   11.0     0.0 .94 
Pt   41.6  6.9     43.4     7.7     2.4 .12 
Sc   42.7  7.3     43.7     7.6     0.5 .50 
Ma   47.3  7.9     46.9     7.7     0.1 .71 
Note. No statistical test reached significance at the p < .05 level. Probabilities listed under the 
Sig. heading indicate exact probabilities. 
Note. Degrees of freedom = 194 
Second, means and t-scores for the K-corrected Basic Clinical Scales were compared by 
site to determine if there were any significant differences between the regions.  Table 5 presents 
the MMPI-2 K-corrected mean t-scores and standard deviations for K-corrected scales with F-
test comparisons by region. For each of the K corrected scales the scales are represented by the 
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abbreviation for the Clinical Scale (i.e., Pd) and then adding an abbreviation for the K correction 
(i.e., Pd + K). Results indicated only one significant difference between the sites on Hs + K, 
F(1,192) = 5.4, p = .02, with the Southeastern region having higher mean t-scores (53.6) than the 
Central region (50.6).  Table 4 provides a description of the mean t-scores and standard 
deviations along with F-test comparisons. 
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Table 4 Comparison of MMPI-2 K-Corrected Mean T-scores and Standard Deviations from 
Southeastern Versus Central Virginia with F-test Comparisons by Region 
             Region    
Southeastern Virginia        Central Virginia        F Sig.
 
   Mean  SD     Mean SD 
Hs+K   53.6  9.2     50.6  7.6    5.4 .02* 
Pd+K   56.4  8.6            54.6  8.6          1.6 .20 
Pt+K   48.9  6.8     49.0  7.5    .02 .90 
Sc+K   50.3  8.5     49.3  6.9    .74 .39 
Ma+K   49.5  8.4     48.4  7.8    .86 .36 
Note. * Statistically significant difference at the p < .05 level. 
Note. Degrees of freedom = 194 
Third, the RC scales were compared to determine if there were any significant differences 
by site. Table 5 shows the means and standard deviations for the MMPI-2-RF t-scores for 
custody litigants evaluated in the Southeastern and Central regions. The results of statistical 
comparisons of these data by region produced no significant differences in mean t-score values 
for the MMPI-2 RC scales. This indicated that there was only one difference between the 
Southeastern and Central samples on the RC scales the Basic Clinical Scales and the K-corrected 
Basic Clinical Scales (appearing on the Basic Clinical Scale Hs) and therefore, they could be 
combined into one larger sample.  
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Table 5 Comparison of MMPI-2-RF Mean T-scores and Standard Deviations from Southeastern 
Versus Central Virginia with F-test Comparisons by Region 
         Region    
Southeastern Virginia        Central Virginia       F Sig.
 
   Mean    SD     Mean SD 
RCd   43.4    5.9     44.1  7.7    .43 .51 
RC1   47.4    9.2     46.3  7.8    .74 .39 
RC2   45.9    8.1     46.1  6.8    .06 .80 
RC3   44.0    7.4     45.3  9.0    .99 .32 
RC4   46.9    8.6     47.0  8.6    .01 .94 
RC6   54.2  10.9     54.2           11.8    .00 .97 
RC7   41.3    7.0     42.3  7.7    .79 .38 
RC8   45.8    7.2     46.5  7.6    .39 .53 
RC9   43.3    8.1     43.5  7.8    .01 .92 
Note. No statistical test reached significance at the p < .05 level. Probabilities listed under the 
Sig. heading indicate exact probabilities. 
Note. Degrees of freedom = 194 
 Examining gender differences on the MMPI-2 scales. While the previous analyses 
indicated no difference in region, another variable, gender, might preclude the sample being 
considered as a whole for the primary analyses. Previous studies have shown that gender 
differences exist in the mean values of MMPI-2 scales (Archer, Hagan, Mason, Handel & 
Archer, 2011) and therefore may exist in the relation between the MMPI-2 scales and the 
correlate data. This indicates that the scales would need to be evaluated separately by gender as 
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there may be significant gender differences, which may be masked by examining males and 
females in only one analysis. A Multivariate Analysis of Variance (MANOVA) test was 
conducted to determine if there were significant overall differences in the mean scores for the 
validity scales and the MMPI-2 non-K-Corrected Basic Clinical Scale t-scores based on gender. 
MANOVA results that the effect for Hs was significant by gender, F(1,192) = 5.1, p = .03. 
Please see Table 6 for the full reporting of all other non-significant findings.  
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Table 6 MMPI-2 Non-K-Corrected Basic Scale T-score Means and Standard Deviations by 
Gender with Results of F test Comparisons 
     Men                         Women             F          Sig.
 
   Mean   SD     Mean  SD 
L   56.8  10.8     57.5  10.0   0.3    .61 
F   45.9    6.6         47.4    7.3        2.2    .14 
K   58.5    8.3     59.3  10.3   0.4 .51 
Hs   45.0    7.6     47.6    8.8   5.1 .03* 
D   48.4    6.7     48.6    7.7   0.0    .87  
Hy   53.8    7.8     54.7  10.2   0.5 .46 
Pd   51.4    8.2     51.4    8.7   0.0 .96 
Pa   56.5  11.4     55.2  10.3   0.7 .40 
Pt   42.6    7.1     43.3    8.0   0.4 .55 
Sc   43.1    7.0     43.8    8.1   0.5 .47 
Ma   46.9    7.7     47.1    7.9   0.1 .81 
Note: * indicates significance at the p < .05 level. Probabilities listed under the Sig. heading 
indicate exact probabilities. 
Note. Degrees of freedom = 194 
The K-corrected Basic Clinical Scales were also examined using a MANOVA to 
determine if there were any significant differences in scores based on the gender. Table 7 
provides the results, which indicated that t-scores for the K-corrected Basic Clinical Scales did 
not differ significantly based on gender. 
 74 
 
Table 7 MMPI-2 K-Corrected Basic Scale T-score Means and Standard Deviations by Gender 
with Results of F test Comparisons. 
  Men                         Women         F Sig.
 
   Mean  SD     Mean SD 
Hs   50.6  6.5     52.4  9.7   2.3 .13 
Pd   54.9  8.6     55.4  8.7   0.2 .70 
Pt   48.7  6.9     49.3  7.7   0.3 .61 
Sc   48.9  6.7     50.3  8.0   1.8 .19 
Ma   48.5  8.0     48.9  8.0   0.1 .74 
Note. No statistical test reached significance at the p < .05 level. Probabilities listed under the 
Sig. heading indicate exact probabilities. 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
 Finally, mean t-scores were evaluated across MMPI-2 RC scales to determine if there 
were any significant overall differences by gender.  Table 8 provides that data. An ANOVA 
showed that the effect of gender was significant for RCd, F(1,192) = 6.8, p = .01, with women 
showing significantly higher mean t-scores (M=45.32, SD=7.91) than men (M=42.64, SD=6.30), 
for RC1, F(1,192) = 18.3, p < .001.  Women showed a significantly higher mean t-score (M = 
49.19, SD = 8.77) than men (M = 44.30, SD =7.11), for RC4, F(1,192) = 5.2, p = .02 . Women 
showed a significantly lower mean t-score (M=45.58, SD=8.49 than men (M=48.36, SD=8.53), 
for RC7, F(1,192) = 9.2, p = .00. Women showed significantly higher mean t-scores (M=43.65, 
SD=8.12) than men (M=40.45, SD=6.53) and for RC 9, F(1,192) = 5.2, p = .02. Finally, women 
showed significantly lower mean t-score (M=42.10, SD=7.07) than men (M=44.63, SD=8.37). 
An analysis of variance did not identify significant results for RC2, RC3, RC6, or RC8.  
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Table 8 MMPI-2-RF T-score Means and Standard Deviations by Gender with Results of F Test 
Comparisons.  
  Men                          Women            F Sig.
 
   Mean    SD     Mean   SD 
RCd   42.6    6.3     45.3    7.9   6.8 .01**  
RC1   44.3    7.1          49.2     8.8              18.3 .00** 
RC2   46.2    7.5     46.0    6.8   0.1 .82 
RC3   45.3    8.5     44.5    8.5   0.5 .48 
RC4   48.4    8.5     45.6    8.5   5.2 .02* 
RC6   53.4  11.4     55.1  11.8   1.0 .33 
RC7   40.4    6.5     43.7    8.1   9.2 .00** 
RC8   46.3    7.8     46.4    7.2   0.0 .92 
RC9   44.6    8.4     42.1    7.1   5.2 .02* 
Note. Probabilities listed under the Sig. heading indicate exact probability value. 
* indicates significance at the p < .05 level. 
** indicates significance at the P < .01 level. 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
Overall, these tests suggested that the analyses should be separated for males and females 
due to significant differences between the genders on the t-scores for the RC scales. There were 
no significant differences between men and women on the K-corrected Basic Clinical Scales, 
there was one difference on the Basic Clinical Scales, and the extent of the differences on the RC 
scales indicated a need to examine the results for men and women separately. This decision was 
made because considering them together for analyses may mask important differences between 
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the genders, particularly on the RC Scales. For example, if the correlation between the Pd Scale 
and a given external criterion was .23 for men, and -.03 for women, the combined gender 
correlation may appear to be small for the combined sample, masking the substantive positive 
association for men. Performing separate analyses for males and females will therefore help 
determine whether gender differences exist.  
Data Reduction 
Given the large number of possible variables that could be available for use in this study, 
efforts were made to reduce the variables selected for the main analyses. First, correlate items 
were combined into larger conceptual groupings. Second, two leading researchers in the MMPI-2 
and MMPI-A selected correlate items that they believed would be most strongly associated with 
the MMPI-2 scales, reducing to total number of items. Finally, a principal components analysis 
was run in an attempt to reduce individual correlate items into scales. See Table 9 for a listing of 
the convergent variables suggested for use in the proposal. Convergent variables were selected 
during the proposal and therefore, due to the high number of variables, needed to be reduced. 
Because discriminant variables had not been selected during the proposal, they were chosen after 
data reduction had been completed for the convergent variables and were selected more carefully 
based on information gained during the data reduction phase of convergent variable selection. 
Due to the additional care taken in initial selection of the items the discriminant variables did not 
need to be further reduced after selection was made.  
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Table 9 MMPI Scale predicted relationships to external criterion as determined by expert raters 
and presented during the proposal meeting.  
Scale Record Review Correlates 
L  Education (-) 
K  Education (+) 
F  Use of Antidepressants (+) 
 Use of Antianxiety meds (+) 
 Use of Sleep Aides (+) 
 Physical Abuse as child (+) 
 Sexual Abuse as child (+) 
 Any Abuse as child (+) 
Hs/RC1  Education (-) 
 Sleep Aids (-) 
 Significant Health Problems (+) 
 Physical Abuse by Partner (+) 
 History of Mental Health Counseling (-) 
 History of Treatment for Physical Illness 
(+) 
D/RC2  Use of Antidepressants (+) 
 Use of Antianxiety (+) 
 Use of sleeping aids (+) 
 Threats to harm self (+) 
 Initiation of Divorce Proceeding (+) 
 Family History of Depression (+) 
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Hy/RC3  Emotional Abuse as Child (+) 
 History of Abuse as Child (+) 
 Significant Health Problems (+) 
 Concerns about impairment of other parent 
(+) 
 Encouragement of Parent to contact child (-
) 
 Extramarital affairs (+) 
Pd/RC4  Parental Availability (-) 
 History of Child Abuse (+) 
 Reports of Abuse by spouse (+) 
 Reports of Psychological abuse by spouse 
(+) 
 Family History of legal problems (+) 
 Family History of substance abuse 
problems (+) 
 Experience with court-criminal (+) 
 Other‟s concerns about alcohol use (+) 
 Found guilty of charges (+) 
 History of Traffic charges (+) 
 History of DUI (+) 
 Criticism of other parent (+) 
 Admitted infidelity (+) 
 Number of extramarital affairs (+) 
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Pa/RC6  History of Abuse as child (+) 
 Family history of mental illness (+) 
 Reports of abuse by spouse (+) 
 History of mental health counseling (-) 
 Experience with courts-criminal (+) 
 Found guilty of charges (+) 
 Encourages contact between child and 
other parent (-) 
 Criticizes other parent (+) 
 Charged with assault (+) 
 Guilty of assault (+) 
Pt/RC7  Use of antianxiety meds (+) 
 Use of antidepressant (+) 
 Use of sleeping aids (+) 
 History of family mental illness (+) 
 Previous mental health counseling (+) 
 Experience with courts – criminal (-) 
Sc/RC8  Family History of mental illness (+) 
 History of mental health counseling (+) 
 Family history of psychiatric 
hospitalization (+) 
 Experience with courts (+) 
Ma/RC9  Family legal history (+) 
 Family history of mental illness (+) 
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 Admitted infidelity (+) 
 Number of extramarital affairs (+) 
 Initiated divorce (+) 
 Psychological abuse by spouse (+) 
 Physical abuse by spouse (+) 
RCd/Welsh‟s A  Family history of mental illness (+) 
 Use of antidepressants (+) 
 Use of sleep aids (+) 
 Use of antianxiety meds (+) 
 Others concerned about alcohol use (+) 
 History of mental health counseling (+) 
 Initiated divorce (-) 
  
All of the 75 convergent external correlate variables proposed for use in this study were 
examined to determine their frequency, and to determine if items could be combined into larger 
conceptual groupings. This was done in order to reduce the number of items proposed for use in 
this study.  An examination of the variables indicated there were several external correlate 
variables that could logically be combined into a more basic grouping (e.g., family history of 
mental health problems). In each case, the combinations stemmed from the use of an introduction 
question (e.g., have you ever been convicted of a crime) that had follow-up questions (e.g., Have 
you ever been convicted of assault, or have you ever been convicted of theft?). Therefore, the 
data analyses could be conducted on the introductory question (crime in general) instead of the 
more specific questions (type of crime). Using this strategy for data reduction, 31% of the total 
correlate variables were eliminated leaving 52 predicted correlations (33 individual variables), 
 81 
 
shown in Table 10. In the example used above, several follow-up questions (Have you ever been 
convicted of assault, or have you ever been convicted of theft?) were reduced into one question: 
Have you ever been convicted of a crime? 
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Table 10 MMPI Scale predicted convergent relationships to external criterion once reduced 
using the method of refining variables and further review by the expert raters  
Scale Record Review Correlates 
Hs/RC1  Education  
 Sleep Aids  
 Significant Health Problems  
D/RC2  Use of Antidepressants  
 Use of Antianxiety  
 Sleep Aids  
Hy/RC3  Family History of Neglect 
 Family History of Abuse 
 Significant Health Problems 
Pd/RC4  History of Child Abuse  
 Family History of substance abuse 
problems  
 Experience with court-criminal  
 Other‟s concerns about alcohol use  
 Found guilty of charges  
 History of DUI  
Pa/RC6  Family history of mental illness  
 Reports of psychological abuse by 
spouse  
 Reports of physical abuse by spouse 
 History of mental health counseling  
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 Experience with courts-criminal  
 Found guilty of charges  
 Encourages contact between child and 
other parent  
Pt/RC7  Use of antianxiety meds  
 Use of antidepressant  
 Use of sleeping aids  
 Previous mental health counseling  
Sc/RC8  Family History of mental illness  
 History of mental health counseling  
 Experience with courts  
Ma/RC9  Family history of mental illness (+) 
 Admitted infidelity (+) 
 Initiated divorce (+) 
 
Additional methods were used to reduce the number of external correlate variables used 
in the study. The external correlate variables were selected for analyses in an a priori manner by 
two leading researchers on the MMPI-2. These individuals were identified based on their 
knowledge of the MMPI, MMPI-2, MMPI-A and the MMPI-2-RF, having collectively authored 
more than 100 peer reviewed articles and books on the MMPI, MMPI-2, MMPI-A and MMPI-2-
RF. These individuals identified conceptually related external correlate variables based on their 
theoretical relations to the MMPI-2 scale constructs. The experts originally used to identify 
potential external correlate variables were asked to reexamine these variables and to reduce their 
original predicted correlations by identifying only those variables they believed would be most 
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highly correlated and conceptually related to the MMPI-2 scales. The experts reviewed the list 
and then met. They reduced the variables to the 33 that they believed would have the strongest 
relations to the MMPI scales. The few differences in opinions, regarding which external correlate 
variables should be included, were resolved through mutual discussion and review. This step 
removed 37% of the proposed correlations and, combined with the combination of low frequency 
items, reduced the final number of variables to 33 proposed correlations (relations between 
MMPI-2 scales and external correlate variables) with a total of 16 external correlate variables 
because some variables were hypothesized to have relations with more than one scale.  This 
represents a 56% reduction in predicted relations. Frequency data for the final variables are 
presented in Table 11. 
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Table 11 Frequency and Percent Occurrence for Outcome Variables for Total Sample 
 
Frequency    Percent 
Education 
Some High School        11     5.7 
 High School Diploma     29    14.7 
 Some College      61    31.0 
 Completed College     53    26.9  
 Some Graduate School      5      2.5 
 Graduate Degree     34    17.4 
Taking Sleep Aids   
 Yes      14      7.2 
 No    182    92.8 
Significant Health Problems 
 Yes      56    28.9 
 No    140    71.1 
Taking Anti-Anxiety Medication  
 Yes       17      8.8 
 No    179    91.2 
Taking Antidepressants 
 Yes       28    14.4 
 No    168    85.6 
Family history of abuse  
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(check all that apply) 
 Neglect by parents       3       1.5 
 Physical abuse by parents    13       6.6 
 Sexual abuse (family)          6       3.1 
 Sexual abuse (non-family)      2       1.0 
 None     172     87.7 
Reports physical abuse by spouse 
 Yes       54    27.4 
 No     142    61.9 
Reports psychological abuse by spouse 
 Yes       75    38.1 
 No     121    61.9 
Family History of substance abuse problems 
 Yes       46    23.7 
 No     150    76.3 
Others concerned about alcohol use 
 Yes       36    18.6 
 No    160    81.4 
Experience with criminal courts 
 None    154     78.3 
 Theft/Robbery/Larceny     5       2.6 
 Assault (non family)      5       2.6 
 Assault (family)    32     16.5 
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Found guilty of charge 
 None    179     91.2 
 Theft/Robbery/Larceny    4       2.1 
 Assault (non family)     2       1.0 
 Assault (family)   11       5.7 
Found Guilty of DUI 
 Yes       21    10.8 
 No    175    89.2 
Family History of  
Mental Health Problems 
 Yes       22    11.3 
 No     174    88.7 
History of Counseling for Individual 
 Yes    138    71.1 
 No      58    28.9 
Encourage child to contact other parent 
 Yes      58    29.9 
 No    138    70.1 
Admitted infidelity 
 Yes      14       7.2 
 No    182     92.8 
Who initiated the divorce 
 Self      59    30.4 
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 Partner      62    32.0 
 Mutual        17       8.8 
 
During this step the expert raters also selected 23 variables that they believed would have 
no relation to the MMPI scales based on the underlying constructs and the prior correlate 
research for the MMPI scales. These variables were selected based on a lack of theoretical 
relation to the MMPI scales. Again, experts worked together to select these variables and used 
mutual discussion and review to determine which items should be included in the analyses. 
Please see Table 12 for a listing of the discriminant external correlate variables. 
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Table 12 MMPI Scale predicted discriminant relationships to external criterion once reduced 
using the method of refining variables and further review by the expert raters  
Scale Record Review Correlates 
Hs/RC1  Reports of physical abuse by spouse 
 Are others concerned about alcohol use  
D/RC2  Parental availability 
 Are others concerned about alcohol use 
 Respondents history of child abuse 
 History of DUI  
Hy/RC3  Are others concerned about alcohol use 
 Found guilt of a crime 
 Concerns about other parent‟s drug use 
Pd/RC4  History of emotional abuse as a child 
 History of sexual abuse as a child 
 Threats to harm self  
Pa/RC6  Threats to harm self 
 Family history of substance abuse 
 Significant health problems  
Pt/RC7  Threats to harm respondent 
 Respondents history of child abuse 
 Significant health problems  
Sc/RC8  Seem for marriage counseling 
 Significant health problems  
Ma/RC9  Threats to harm respondent 
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 Parent availability 
 Significant health problems 
   
Principal component analysis. Finally, a series of principal component analyses (PCA) 
was undertaken in an attempt to combine individual convergent external correlate variables into 
larger groupings. Convergent variables were run first and, in a second step, discriminant 
variables were added to the PCA. In the first step (convergent variables only), results did not 
produce a sufficient solution to support the use of scales. Again in the second step (convergent 
and discriminant variables) the solution did not produce any factors that made intuitive sense and 
provided a large number of factors with a small number of items on each factor. Additionally, 
even if the discriminant variables had created useable scales, the use of scales for discriminant 
variables would result in the inability to perform direct comparisons between discriminant and 
convergent variables, because convergent variables would be dichotomous and discriminant 
variables would have a much larger range creating an inherent disparity between the two sets of 
analyses. Since the purpose of the use of discriminant correlations was to permit direct 
comparison to convergent coefficient values, and attempted to create scales through the data 
reduction procedures poor discriminant variables was not undertaken. 
A PCA was conducted, instead of a factor analysis, because there was no hypothesis 
regarding the number of characteristics of underlying core variables. Instead this analysis was 
simply undertaken as a data reduction technique used to identify the optimal ways of combining 
the variables into a smaller number of components. This stands in contrast to a factor analysis, 
which is used to identify the structure underlying variables in order to estimate scores on a 
measure of an assumed latent variable accounting for shared and unique variance (Bryant & 
Yarnold, 1995), which was not preferred in this case. There was no theory that the items 
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represented hypothetical variables (as in factor analysis) and instead an attempt was being made 
to use a linear transformation of the original variables grounded in actual data and not theory 
(i.e., did not assume underlying variables). This analysis was conducted on the reduced list of 
convergent variables (i.e., only those external correlate variables hypothesized to be related to 
scales). In order to insure that none of the items violated statistical assumptions regarding item 
independence underlying the use of a PCA (Tabachnick & Fidell, 2007), items were examined to 
verify that they were not follow-up questions to earlier items, already used in the PCA. In two 
cases there were items that were follow up questions to earlier items such as: “Have you ever 
been arrested for a crime?” and “Have you ever been convicted of a crime?” In both cases the 
second variable was dropped because its response was contingent on the participants‟ response to 
the first item. See Table 13 for the intercorrelations of the external correlate variables.  
The use of a PCA with these data could be debated because all but one of the external 
correlate variables are dichotomous (yes/no; education was excluded from these analyses 
because it is not a dichotomous variable). Within the field of psychology there is debate 
regarding the use of dichotomous variables in a PCA because the use of dichotomous variables 
violates the assumptions of a PCA. However, Kim and Mueller (1978) have argued for the use of 
dichotomous data if the underlying metric correlations between the variables are thought to be 
moderate (.7) or lower, which is the case in this data set, as shown in Table 14. However, as Kim 
and Mueller noted, the results of analyses using dichotomous variables may be harder to 
interpret, and are likely to produce a larger number of factors components with fewer items 
loading on each factor than a PCA based on continuous variables. In contrast, Shapiro, Lasarev, 
and McCauley (2002) used simulation methods to study biases of factor analysis in a data set of 
dichotomous variables and concluded that dichotomous variables should not be used in PCA. 
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Several PCAs were run on the data using equamax, quartimax, and varimax rotations in order to 
explore if any of the rotations would provide a more optimal outcome. Optimal outcome was 
defined as extraction of factor solutions with fewer components accounting for a larger number 
of items within fewer groupings.  The results of these analyses indicated that rotational method 
did not substantially affect the resulting factor structures (i.e., factor structures were identical 
regardless of rotation method showing that the rotational method did not affect the resulting 
factor structure). Therefore, a varimax rotation was used, as this method has been shown to 
maximize the variance accounted for by the loadings and simplifies interpretation. Table 14 
shows the Eigenvalues and percentage of variance accounted for by the use of PCA with 16 
correlate items (variables) with a total of 33 proposed correlations (analyses, because some of the 
external correlate variables were hypothesized to correlate with multiple scales). 
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Table 13 
Correlation Matrix For Outcome Variables Used in Main Analyses 
__________________________________________________________________________________________________________ 
AD SA AA HP RHC RPHY  RPSY  SAP  AO EX FG DWI FMI SMH EC AI WI 
AD 1.00    
SA .26 1.00  
AA .15   .16 1.00  
HP .06   .05   .21 1.00  
RCH   -.02 -.06 -.05 -.09 1.00  
RPHY .12   .14 -.17 -.03   .08 1.00  
RPSY .17   .11 -.15   .06   .03   .47 1.00  
SAP .05   .04   .01   .08 -.31 -.02   .09 1.00  
AO .21   .13   .05   .00 -.11   .14   .21   .04 1.00  
EX 04   .02 -.06 -.05 -.03   .45   .13   .21   .04 1.00 
FG -.02   .04   .00   .05 -.02   .48   .18 -.10   .15   .64 1.00 
DWI -.07   .07   .10   .00 -.17   .01    .11   .12   .38 -.02   .14 1.00 
FMI .08   .16   .04   .06   .08   .19   .17 -.10   .07   .05   .07   .02 1.00  
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SMH .14   .10   .13   .05 -.11  .03 -.07   .19 -.04   .09   .01   .01 .05 1.00  
EC .02 -.08 -.00   .10 -.04 -.22 -.08 -.05 -.13 -.01  -.09  -.09 -.12 .20 1.00 
AI .10 -.00   .03 -.12   .04 -.07 -.00   .02   .00   .03  -.16   .02 .12 .04 -.10 1.00 
DWI -.06 -.05 -.06   .02   .13   .14   .08 -.08   .01   .20   .20   .03 .03 -.11 -.23 .16 1.00  
Note: abbreviations are as follows: Edu = education, AD = taking antidepressants, SA = taking sleep aids, AA = taking anti-anxiety 
medication, HP = significant health problems, RCH = Respondent‟s history of child abuse, RPHY = Reports physical abuse, RPSY = 
reports psychological abuse, AO = are others concerned about alcohol use, EX = experience with criminal courts, FG = found guilty 
of a charge, DWI = traffic driving charges – DWI, FMI = Family history of mental illness, SMH = seen for mental health counseling, 
EC = encourage child to contact other parent, AI = admitted infidelity by respondent, WI = who initiated divorce
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Table 14 Eigenvalues for PCA analysis with Percentage of Variance Accounted for by Each 
Factor 
___________________________________________________________________________ 
Factor   Eigenvalues  % of variance 
1   2.43    15.2 
2   2.26    14.1 
3   1.74    10.9  
4   1.34      8.4  
5   1.22      7.6 
6   1.09      6.8 
7   1.04      6.5  
8   0.93      5.8  
9   0.74           4.6  
10   0.71      4.4 
11   0.56      3.5 
12   0.55      3.4 
13   0.47      3.0 
14   0.41      2.6 
15   0.23      1.9 
16   0.23      1.4 
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As described by Tabachnick and Fidell (2007), the Scree plot was generated by SPSS and 
was examined to determine the point at which the line changed slope, which occurred between 
the 2
nd
 and 3
rd
 factors. Four components were extracted based on the Devellis (2003) claim that 
Eigenvalues could be too generous in determining the number of factors and appeared to be a 
solution in which “enough factors (were retained) for an adequate fit, but not so many that 
parsimony is lost” (Tabichnick & Fidell, 2007, p. 644). Therefore, a four component PCA was 
conducted, limiting the number of components extracted, on the 16 items and the individual item 
loadings were examined for each component. In cases in which items loaded on more than one 
component equal to or greater than .40 in the rotated component matrix that item was assigned to 
the component for which it produced the highest correlation. For purposes of this evaluation, 
values equal to or less than -.40 were also considered to significantly define the component 
structure. The cutoff of .40 was chosen as a loading as it represented a compromise between fair 
and poor loadings on variables (Tabachnick & Fidell, 2007).  Using this procedure it was 
determine that four items met the criteria for loading on component 1, three items met the 
criterion for component 2, five items for component 3, and three items for component 4. In 
addition, two items did not meet the criterion for substantive loading on any of the four 
components.  
While four components accounted for nearly half of the total item variance, the items 
within the component groupings did not form constructs with adequate face validity. If items 
crossloaded on factors the item was considered to load on the factor on which it had the strongest 
loading. For example, the first component consisted of four items including the use of 
antidepressants, reports of psychological abuse by former spouse, concerns about alcohol abuse, 
and a history of traffic charges involving a DWI. Factor two involved three disparate items 
 97 
 
involving physical abuse by a spouse, experience with criminal courts, and admitted infidelity. 
See Table 15 for the rotated component matrix. 
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Table 15 Rotated component matrix for 4 factors using the PCA extraction method 
Correlate variables                               Component   
   1  2  3  4         
Antidepressant .60 
Psychological abuse .63  .44 
Alcohol use  .61 
DWI   .67 
Physical abuse   .83 
Criminal courts   .66 
Infidelity    -.44  -.40 
Child abuse      -.57 
Family history of 
Substance abuse .40     .55 
Family history of 
Mental illness  .41    -.48 
Experience with 
Seen for therapy      .55 
Encourage child 
To contact other 
Parent        .52 
Anti-anxiety        .62 
Health problems       .54 
Sleep aids        .75 
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Note: PCA extraction method used. Bolded values are deemed to load substantively on the 
component for which they appear. 
In order to evaluate the possibility that the extraction of a different number of outcomes 
might improve the results, PCA analyses were also conducted using two components, three 
components, and five components. In all of these cases, the resulting rotated component matrix 
produced item groupings that showed little construct coherence or face validity. In these 
exploratory analysis it was determined that items could not be grouped into coherent scales, and 
that analyses should be conducted on the individual item level. 
Primary analyses. The primary data analyses involved statistical evaluations relevant to 
the hypotheses of this study. The primary data analyses were conducted in three steps: examining 
convergent validity, assessing discriminant validity, and examining incremental validity. Step 
one of the primary analyses addressed the convergent validity of the MMPI-2 scales and served 
to investigate if each scale demonstrated “evidence of similarity between measures of 
theoretically related constructs” (Devellis, 2003).  Based on the correlations predicted in the 
preliminary steps, each of the MMPI-2 Basic Clinical Scales, K-corrected Basic Clinical Scales, 
and the RC scales were compared to the external correlate variables previously identified as 
being theoretically related to the scales by the expert raters.  
Convergent validity. In order to examine the convergent validity of the MMPI-2 and 
MMPI-2-RF scales, each scale was correlated with the external correlate variables previously 
identified by the two MMPI-2 experts as being theoretically related to the construct or constructs 
underlying the scales (e.g., rule breaking behaviors for the Pd scale) based on the generally 
accepted definition of the scales and previous research regarding correlates in other groups, and a 
recent discussion by Tellegen et al. (2003) of the “seed” or “core” elements that define the 
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MMPI Basic Clinical Scales. In each case, the hypothesized convergent external correlate 
variables were correlated to each of the relevant scales (i.e., HS, HS+K, and RC1). In each case, 
Phi or Point Biserial Correlations were used (depending on if the correlate variable was 
dichotomous or continuous) to calculate the strength of the relationship between predictor and 
correlate. Results of the convergent validity analyses will be presented by scale group (i.e., HS, 
HS+K and RC1 presented in the same table) in order to facilitate the ability to compare the 
magnitude of correlations for different scale sets. In interpreting the magnitude of correlations, 
Cohen‟s (1988) recommendations of r = 10 small, r = .30 medium, and r = .50 large, will be 
used, with the understanding that correlations for categorical data may be lower.  
In determining meaningful correlations, the magnitudes of the individual correlation 
values were emphasized rather than statistical significance due to the marked effect that sample 
size has on the statistical significance of correlation values. Specifically, large sample sizes 
overemphasize the importance of statistical findings for relatively low correlational values, while 
relatively small sample sizes tend to limit the ability to identify important of correlation values 
(Nakagawa, 2003).  Correlation coefficients obtained in a regression analysis are a direct 
measure of effect size, and are particularly appropriate as a straightforward measure of strength 
of association in exploratory studies (Nakagawa, 2003). A critical value table for effect sizes by 
sample size indicated that for 90 participants the critical value for the effect size (r type) at a 
significance level of .05 is .20 (Siegle, 2009). In this sample there were 100 men and 94 women, 
meaning that an effect size of .20 would meet the minimum cut off for a significant level of .05. 
Therefore an effect size of r = .20 was selected as a cut off score for considering a correlation to 
be substantive and interpretable. A Bonferoni correction will not be used as it is considered by 
some statisticians to be an “overcorrection” that has particularly negative effects in reducing 
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sensitivity (e.g. Nakagawa, 2004). Implications of the decision to rely on effect sizes will be 
explored later in the discussion section. 
Hs, Hs + K, and RC1. Hs (Hypochondriasis), Hs + K (Hypocondriasis with K 
correction), and RC1 (Somatic Complaints) were correlated with education, respondent‟s use of 
sleep aids, and significant health problems in order to determine if there were any meaningful 
correlations between the scales and the predicted external correlate variables. The relation 
between Hs, Hs + K, and RC1 and education for men was investigated using a point biserial 
correlation coefficient. A point biserial correlation was selected because it was designed for use 
with one categorical and one grouped variable, such as the case with education and scale scores. 
There was a small, negative correlation between RC1 and education, RC1, r (98) = -.23 
indicating that higher scores on RC1 were correlated with lower reported levels of education for 
men. There was no statistical relation between Hs + K and education for men. For women there 
were moderate to small negative correlations for Hs, Hs + K and RC1 and education, Hs, r (92) = 
-.38, Hs + K, r (92) = -.25, RC1, r (92)= -.28, indicating that higher scores on Hs, Hs+K, and 
RC1 were associated with lower levels of education in women. There were no significant 
differences between the correlation values for men and women on correlations between Hs, Hs + 
K, and RC1 and education. Significant differences between men and women were examined 
using the Fisher r-to-z transformation and presented in Table 16. 
The relation between Hs, Hs + K and RC1 and the use of sleep aids was investigated 
using a Phi correlation coefficient. A Phi correlation coefficient was used as it was designed to 
examine the relation between one dichotomous and one continuous variable. There was no 
significant relation between these variables for men. There were small to medium positive 
correlations for women, Hs, r(92) = .34, Hs + K, r (92)= .28, RC1, r (92)= .31, indicating that 
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higher scores for women scores on Hs, Hs+K and RC1 were associated with increased use of 
sleep aid medications. After each correlation was run, a Fischer r-to-z transformation was 
performed to determine if the correlation values were significant different between the genders. 
Fischer r-to-z transformations were chosen because they are able to convert r values into z-scores 
which can be used to determine if there is a statistically significant difference between the 
genders. There were three significant differences between the correlations for men and women 
appearing in the relation between the use of sleep aids and scores on Hs, Hs+K and RC1. In all 
cases women showed a higher correlation than men on Hs (Z = -2.37, p = .01), Hs+K (Z = -1.71, 
p = .04), and RC1 (Z = -1.86, p  = .03), using Fisher r-to-z transformations. 
Finally, the relations between Hs, Hs + K, and RC1 and the presence of significant health 
problems were examined using a Phi correlation coefficient. For men, there was a small positive 
relation between Hs+K and the outcome variables Hs + K, r (98)= .25. Indicating that higher 
scores on Hs+K were correlated with increased reports of significant health problems by the 
respondent. There was no relation between RC1 and significant health problems. For women 
there was also a small positive relation between Hs + K and women reporting significant health 
problems, Hs + K, r (92)= .21. This indicated that for women higher scores on Hs and Hs+K 
indicated the increased chance of reporting significant health problems. There was no relation for 
scores on RC1 and a presence of significant health problems for women. There were no 
significant differences between the correlation coefficients for men and women. See Table 17 for 
the Phi correlations for a listing of all convergent correlations for Hs, Hs+K and RC1. These 
findings suggested support for the convergent validity of Hs, Hs+K and RC1 in the context of a 
custody litigant population, showing most correlations occurred in the expected direction for 
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women. Men had fewer correlations in the expected direction, and the implications of these 
gender differences will be explored in the discussion section. 
Table 16 Pearson Product Moment Correlations for men and women between Hs, K-corrected 
Hs and RC1 t-scores and Convergent Variables and Point Biserial Correlations for Education. 
Convergent Variables 
________________________________________________________________________ 
    Men     Women 
  ____________________________ ___________________________ 
  Hs  Hs + K  RC1 Hs  Hs + K  Rc1 
Education .06    .14   .22 -.38  -.25  -.28 
 
Use of 
Sleep Aids    .01
a
    .04
b
  -.05
a
   .34
a
    .28
b
    .31
a 
 
Significant Health  
Problems    .16    .25   .11   .15    .21   .14  
Note: 
a
 Statistically significant difference between genders at the P < .01 level 
b
 Statistically significant difference between genders at the P <.05 level 
All bolded values are significant at the p ≥ .05 level 
D and RC2. The relation between D (Depression) and RC2 (Low Positive Emotions) and 
the external correlate variables (use of antidepressant medications, use of anti-anxiety 
medications and use of sleep aids) were examined using Phi correlation. Results indicated that 
for men there were no significant relations between the scales and external correlates.   For 
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women, there were small to moderate positive correlations between the use of antidepressants 
and D, r (92) = .36, and RC2, r (92)= .23, the use of anti-anxiety medications, and between use 
of sleep aids and D, r(92) = .35. Indicating that for women higher scores on D and RC2 were 
associated with higher chances of reporting the use of antidepressant medications, and high 
scores on D were correlated with an increased chance of reporting the use of sleep aids. There 
were two significant differences between the correlations for men and women appearing in the 
relation between scores on scale D and the use of anti-anxiety medications and use of sleep aids. 
For use of antidepressants women showed a significantly higher correlation than men on D, Z = -
2.38, p = .02, and for use of sleep aids women also showed a significantly higher correlation than 
men on D, Z = -2.30, p = .02, using a Fisher r-to-z transformation. See Table 17 for the Phi 
correlations for all of the predicted convergent variables. These findings suggested support for 
the convergent validity of D and RC2 in the context of a custody litigant population showing 
most correlations occurred in the expected direction for women. Men showed less correlation in 
the expected direction, and the implications of these gender differences will be explored in the 
discussion section. 
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Table 17 Pearson Product Moment Correlations for Men and Women Between D/RC2 with 
External Correlate variables 
Convergent Variables 
     Men      Women 
    _________________               __________________ 
    D  RC2    D  RC2 
Use of 
Antidepressant  -.03
a
  .10    .36
a
  .23 
 
Use of 
Anti-anxiety  -.03  .01    .19  .06 
 
Use of 
Sleep aids  -.03
a
  .15    .35
a
  .17 
Note.  Correlations values of greater than .15 appear in boldface type. 
a 
Statistically significant difference between genders at the P < .01 level for same scale 
comparison 
Hy and RC3. The relation between Hy (Hysteria) and RC3 (Cynicism) and external 
correlate variables (family history of abuse and significant health problems) were examined 
using Phi correlations. For women there was a small positive correlation between a history of 
significant health problems and Hy, r (92) = .21, indicating that women with higher scores on Hy 
were more likely to report a history of significant health problems. See Table 18 for the 
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convergent correlations between the external correlate variables and Hy and RC3 for men and 
women.  
 
Table 18 Pearson Product Moment Correlations for Men and Women Between Hy/ RC3 T-
Scores and External Correlate variables 
Convergent Variables 
   Men      Women 
   ____________________   ______________________ 
   Hy  RC3    Hy  RC3 
Family history of 
Abuse   -.00   .16    -.02  .08 
 
Significant health  
Problems  .16  -.06    .21  .04 
Note.  Correlations values of greater than .15 appear in boldface type. 
 
Pd, Pd + K and RC4. The relation between Pd (Psychopathic Deviate), Pd + K 
(Psychopathic Deviate + K-Correction) and RC4 (Antisocial Behavior) and the external correlate 
variables: (a) respondent‟s family history of child abuse, (b) family history of substance abuse, 
(c) experience with criminal courts, guilty finding in a criminal case, (d) other‟s concern about 
alcohol use, and (e) charges of driving while intoxicated, were examined using Phi correlations. 
Results indicated that for men there were several small to moderate effects. Respondent‟s history 
of child abuse had a small negative correlation with RC4, r (98) = -.21. Experience with criminal 
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courts was positively correlated with Pd, r (98) = .29, Pd + K, r(98)=.25, and RC4 r (98) =.25. A 
history of a guilty finding in criminal proceedings was positively correlated with scores on Pd, r 
(98) =.32, Pd + K, r(98) =.30, and RC4 r (98) =.31. Finally, scores on RC4 were positive 
correlated with a history of being convicted of driving while intoxicated (DWI), r(98)=.24.  
Scores for men indicated that higher scores on Pd (Psychopathic Deviate) and Pd + K  
(Psychopathic Deviate + K-Correction) were associated with being charged with and found 
guilty of a crime. Higher scores on RC4 were associated with a history of child abuse, other‟s 
being concerned about the respondent‟s alcohol use, being charged with or being found guilty of 
a crime, and having been convicted of a DWI.  
For women a family history of child abuse was negatively correlated with Pd, r (92)= -
.31, Pd + K, r (92)= -.30, and RC4, r(92) = -.28. A family history of substance abuse showed 
moderate positive correlations with Pd, r (92)=.30, Pd + K, r(92)=.31, and RC4, r (92) = .32. 
Reports regarding other‟s concerns about the respondent‟s alcohol use was positively correlated 
with scores on Pd, r (92)= .26, Pd + K, r (92)=.24, and RC4, r(92) =.24. Finally, a history of 
conviction for driving while intoxicated (DWI) showed a small positive correlation with scores 
on RC4 r (92) =.20. This indicated that for women higher scores on Pd, Pd+K, and RC4 were 
correlated with a history of child abuse, a family history of substance abuse problems and other‟s 
reported concern regarding the respondent‟s alcohol use. Additionally, high scores on Pd+K 
indicated an increased chance of having been found guilty of a charge and having a DWI, and 
high scores on RC4 also indicated an increased chance of having a history of DWI. 
Correlations for men and women were significantly different regarding the relation 
between a family history of substance abuse and Pd and Pd+K with women showing 
significantly higher correlations, Z = -2.12, p = .03, and Z = -1.99, p = .05, respectively, as 
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shown using a Fisher r-to-z transformation. Differences between men and women were also seen 
for experience with criminal courts and Pd and Pd+K with men having significantly higher 
correlations, Z = 2.11, p =.03, and Z = 2.02, p = .04, respectively. Finally, significant differences 
were seen in the relationship between being found guilty of a criminal charge and scores on Pd, 
Pd+K and RC4 for men and women, with men having a more significant relationship between 
the scores: Z = 3.1, p = .002, Z = 3.23, p = .001, and Z = 2.75, p = .006, respectively. See Table 
19 for all of the correlation coefficients between the external correlate variables and Pd, Pd + K 
and RC4. These findings suggested support for the convergent validity of Pd, Pd + K, and RC4 
in the context of a custody litigant population. 
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Table 19 Pearson Product Moment Correlations for Men and Women between Pd/Pd + K/RC4 
and External Correlate variables 
Convergent Variables 
   Men     Women   
  ____________________________ ____________________________ 
         Pd     Pd + K RC4   Pd  Pd + K  Rc4  
 
Respondent‟s  
history of child  
abuse         -.08    -.07  -.21   -.31  -.30  -.28 
 
 
Family History of 
substance  
abuse         -.00
a
     .03
a
   .07  .30
a
   .31
a
   .32 
 
Experience with  
Criminal 
courts         .29
a
     .25
a
   .25  -.01
a
  -.04
a
  -.01 
 
Concerns about 
Alcohol use         .12     .10   .17  .26   .24   .24 
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Found guilty  
of criminal  
charges         .32
b
     .30
b
   .31
b
 -.12
b
  -.16
b
  -.08
b
 
 
Driving 
While 
Intoxicated        .05      .03   .24  .13    .15     .20 
Note.  Correlations values of greater than .15 appear in boldface type. 
a 
Statistically significant difference between genders at the p < .05 level for same scale 
comparisons 
b
 Statistically significant difference between genders at the p < .01 level for same scale 
comparisons 
 Pa and RC6. The relation between Pa (Paranoia) and RC6 (Ideas of Persecution) and 
reports of psychological abuse by spouse, reports of physical abuse by spouse, a family history 
of mental health problems, a history of mental health counseling, history of being charged with a 
crime, guilty disposition on a crime, and encouraging the child to contact the other parent were 
examined using a Phi correlation. For men, results indicated that there was a small to moderate 
positive correlation between reports of physical abuse by spouse and Pa, r(98)=.21, and RC6, 
r(98)= .34. There were small positive correlations between a family history of mental health 
problems and Pa, r(98)=.27, and RC6, r(98)=.24. There were positive correlations between 
having been charged with a crime and Pa, r(98)=.27, and RC4, r(98)=.29. These findings suggest 
that for men, higher scores on Pa and RC6 are associated with reports of psychical abuse by 
spouse and history of family mental health illness. 
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 For women there was a small positive correlation between a history of mental health 
counseling and scores on Pa, r(92)=.24. There were small positive correlations between being 
charged with a crime and scores on Pa, r(92)=.27, and RC6 r(92)=.21. Finally, there was a small 
negative correlations between scores on Pa, r(92)= -.20, and encouraging the child to contact the 
other parent. This indicates that for women high scores on Pa are associated with an increased 
likelihood of having been seen for mental health services, having experience with criminal 
courts, and a decreased likelihood that they are encouraging their child to contact the other 
parent. Additionally, higher scores on RC6 are associated with an increased likelihood of having 
experience with criminal courts.  
When comparing men and women there was a significant difference between the relation 
of the correlate variable of reports physical abuse by spouse and RC6, as determined using a 
Fisher r-to-z transformation, Z = 2.29, p = .02, with men having a significantly larger correlation 
than women. See Table 20 for a full listing of the correlation coefficients of the external correlate 
variables and Pa and RC6 for men and women. These findings suggested support for the 
convergent validity of Pa and RC6 in the context of a custody litigant population; showing most 
correlations occurred in the expected direction for men. Women produced fewer elevations in the 
expected directions and the implications of these gender differences will be explored in the 
discussion section. 
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Table 20 Pearson Product Moment Correlations for men and women between Pa/RC6 and 
External Correlate variables 
Convergent Validity 
     Men     Women  
    ________________            _________________ 
Pa  RC6   Pa  RC6 
______________________________________________________________________________ 
Reports psychological  
Abuse by spouse  -.05   .11   .10  -.01 
 
Reports physical    
Abuse by spouse   .21   .34
a
   .05  .02
a
 
 
Family history of  
mental health  
problems    .27   .24   .08  .06 
  
Been in  
Counseling    .15   .14   .24  .12 
 
Been charged  
with crime    .27   .29   .27  .21 
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Found guilty  
of a crime    .14   .16   .08  .03 
 
Encourage child to 
Contact other  
parent    -.08  -.19   -.20  -.19 
Note.  Correlations values of greater than .15 appear in boldface type. 
a
 Statistically significant difference between genders at the p < .05 level for same scale 
comparisons 
 Pt, Pt + K, and RC7. The relation between Pt (Psychasthenia), Pt + K (Psychasthenia + 
K-correction) and RC7 (Dysfunctional Negative Emotions) and the use of anti-anxiety 
medication, antidepressant medication, use of sleep aids and a history of mental health 
counseling were examined using a Pearson product-moment correlation. For men, none of the 
relations had correlational values greater than r = .20, see table 21. 
For women use of anti-anxiety medication showed a small positive association with Pt, 
r(92) =.23, Pt + K, r (92) =.20, and RC7, r(92) =.24. There were small to moderate positive 
correlations between the use of antidepressant medications and Pt, r(92) =.27 and Pt + K, r(92) 
=.33. Women showed small positive correlations between the use of sleep aids and RC7, r(92) 
=.24. There was a moderate positive correlations between a history of mental health counseling 
and scores on Pt + K, r(92) =.29. This indicates that for women Pt and Pt+K  were associated 
with an increased likelihood of taking anti-anxiety medications or antidepressants, RC7 were 
associated with an increased chance of taking sleep aids, and Pt+K was associated with an 
increased chance of having a history of mental health counseling. There were no significant 
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differences between correlation values for men and women. See Table 22 for all of the 
correlation values between the external correlate variables, Pt, Pt + K and Rc7 for men and 
women. These findings suggested support for the convergent validity of Pt, Pt + K, and RC7 in 
the context of a custody litigant population, showing most correlations occurred in the expected 
direction for women. Men did not produce elevations in the expected direction and this will be 
explored in the discussion section. 
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Table 21 Pearson Product Moment Correlations for men and women between Pt/Pt+K/RC7 and 
External Correlate variables 
Convergent Validity 
Men     Women   
 ____________________________ ___________________________ 
        Pt  Pt + K  RC7 Pt  Pt + K  Rc7 
Use of 
Anti-anxiety       .01  .13   .10 .23  .20  .24 
 
Use of 
Anti-depressant 
medication         .09 .12   .02 .27  .33  .16 
 
Use of 
sleep aids       .05  .08   .12 .19  .14  .24  
 
Been in 
Counseling      -.03  .14  -.07 .09  .29  .08 
Note. Correlations values of greater than .15 appear in boldface type. No gender differences for 
same scale comparisons were significant at the p < .05 level. 
 Sc, Sc + K, and RC8. The relation between Sc (Schizophrenia), Sc + K (Schizophrenia + 
K-correction), and RC8 (Aberrant Experiences) and a family history of mental health problems, 
a history of mental health counseling, and a history of criminal charges was examined using a 
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Phi correlation. Results for men indicated that a family history of mental health counseling was 
positively correlated with Sc, r(98) =.25 and Sc + K, r(98) =.22. Finally, for men there were 
small positive relations between a history of criminal charges and Sc, r(98) =.26 and Sc + K, 
r(98) =.21. These results indicated that higher scores on Sc and Sc+K were associated with an 
increased likelihood of a history of family mental health illness, and having been arrested for a 
crime. 
 For women there was only one correlation value above r =.20 which represented a 
relation between a history of mental health counseling and Sc + K, r (92) = .23. This indicated 
that women with higher scores on Sc had an increased chance of reporting a history of mental 
health counseling.  
There was a significant difference between the correlations for men and women between Sc, 
Sc+K and a family history of mental health problems. In both cases a Fisher r-to-z 
transformation was used and men‟s scores were significantly more correlated than women‟s with 
the external correlate variables, Z = 2.58, p =.01, and Z = 2.29, p = .01, respectively  See Table 
22 for all of the correlation values between the external correlate variables, Sc, Sc + K, and RC8. 
These findings suggested support for the convergent validity of Sc, SC + K, and RC8 in the 
context of a custody litigant population, showing most correlations occurred in the expected 
direction for men. Women produced fewer elevations that met the cut off.  
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Table 22 Pearson Product Moment Correlations for men and women between Sc/Sc + K/RC8 
and External Correlate variables 
Convergent Validity 
    Men     Women 
  ___________________________ ____________________________ 
       Sc  Sc + K  RC8 Sc  Sc + K  Rc8 
Family history  
of mental health  
problems      .25
b
  .22
b
   .17 -.12 
b
  -.11
b
  -.04 
 
Been in 
Counseling       .02  .17  -.01  .09   .23   .02 
 
Had criminal  
charges      .26  .21   .17  .05  -.04   .00 
Note.  Correlations values of greater than .15 appear in boldface type. 
b 
Statistically significant difference between genders at the p < .01 level 
 
 Ma, Ma + K and RC9. The relation between Ma (hypomania), Ma + K, and RC9 and a 
family history of mental health problems, admitted infidelity, and who initiated the divorce was 
examined using a Phi correlation. Results indicated that for men who initiated the divorce had a 
small positive correlation with RC9, r(98) =.22. 
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For women none of the correlations were above the cutoff of r =.20. There were significant 
differences between the correlations for men and women related to who initiated the divorce with 
women showing a negative correlation and men showing a larger correlation on Ma and Ma+K, 
Z = 2.28, p = .02 and Z = 2.14, p = .03, respectively. See Table 23 for all of the convergent 
correlations for the external correlate variables, Ma, Ma + K, and RC9 for men and women. 
These findings suggested support for the convergent validity of Ma, Ma + K, and RC9 in the 
context of a custody litigant population, showing most correlations occurred in the expected 
direction for men. 
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Table 23 Pearson Product Moment Correlations for men and women between Ma/Ma + K/RC9 
and External Correlate variables 
Convergent Validity 
    Men      Women 
  _____________________________  _____________________________ 
    Ma  Ma + K RC9  Ma        Ma + K  Rc9 
Family history  
of mental  
health 
problems   .15  .15  .17  -.04  -.02    .00 
 
Admitted   
Infidelity   .07  .08  .04   .14   .10    .05 
 
Who initiated 
Divorce   .18
b
  .16
a
  .22  -.15
b
  -.15
a
   -.06 
Note.  Correlations values of greater than .15 appear in boldface type. 
a
 Statistically significant difference between genders at the p < .05 level 
b
 Statistically significant difference between genders at the p < .01 level 
 Discriminant Validity 
 The discriminant validity of the scales was assessed during the main analyses. 
Discriminant validity was assessed due to claims made by researchers (e.g., Sellbom & Ben-
Porath, 2005) that the MMPI-2-RF had similar convergent validity but better discriminant 
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validity than the MMPI-2 Basic Clinical Scales. This step was undertaken to ensure that this 
claim was assessed in a child custody litigant population. As with the external correlate variables 
used to assess convergent validity, external correlate variables used to assess discriminant 
validity were chosen by two MMPI-2 experts based on the theoretical lack of relation to the 
MMPI scales and discriminant variables. In the past, the cutoff for discriminant validity has often 
been set at r ≤ .20 and that cut-off was used in this study. 
 There were no significant relations between the hypothesized discriminant external 
correlate variables for and of the scales for either men or women. Tables 24 through 31 provide 
all of the non-significant Phi correlations. These findings lend support the discriminant validity 
of the Basic Clinical Scales, the K-corrected Basic Clinical Scales, and the RC scales. 
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Table 24: Pearson Product Moment Correlations for men and women between Hs, Hs+K and 
RC1 and External Correlate variables 
Discriminant Variables 
 
                                                   Men                                                Women 
                                  _______________________   ______________________________ 
                                   Hs             Hs + K        RC1         Hs              Hs + K                 RC1                   
 
Physical Abuse      .08               .04                   .09         -.04                   - .04              -.08 
 
Are Others 
Concerned 
About Alcohol 
Use          .09              .05                  .09          -.02                    -.05              -.03 
________________________________________________________________________ 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 25: Pearson Product Moment Correlations for men and women between D and RC2 and 
External Correlate variables 
 
 
Discriminant Variables 
    Men      Women 
   __________________            ___________________ 
   D  RC2    D  RC2 
______________________________________________________________________________ 
Parent  
Availability    .00    .07      .09  -.01 
 
Others concerned  
About alcohol   
Use     .11    .08      .00  -.00 
 
Respondents  
History of  
Child Abuse  -.03    .14    -.12   -.10 
 
History of DUI -.10  -.09      .01    .07 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 26: Pearson Product Moment Correlations for men and women between Hy and RC3 and 
External Correlate variables 
 
Discriminant Variables 
    Men      Women 
   _________________    ______________________ 
   Hy  RC3    Hy  RC3 
______________________________________________________________________________ 
Others concerned  
About alcohol 
Use   .19  -.02    -.09    .05 
 
found guilty 
of a crime  .09   .03    -.14    .01 
 
concerned about  
other parent‟s 
drug use             -.17  -.02    -.05  -.01 
Note.  Correlations values of greater than .15 appear in boldface type. 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 27: Pearson Product Moment Correlations for men and women between Pd, Pd+K and 
RC4 and External Correlate variables 
 
Discriminant Variables 
  Men     Women 
  ____________________________ ______________________________ 
           Pd Pd + K  RC4   Pd  Pd + K  Rc4  
Emotional abuse     -.08   .01    .03   .06    .12    .03 
 
Sexual abuse         -.07 -.08    .02 -.05  -.05    .00 
 
Treats to harm  
Self           -.08   -.01  -.10 -.08  -.11  -.05 
Note.  Correlations values of greater than .15 appear in boldface type. 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 28: Pearson Product Moment Correlations for men and women between Pa and RC6 and 
External Correlate variables 
 
Discriminant Variables 
    Men      Women 
   _________________          ___________________ 
   Pa  RC6    Pa  RC6 
________________________________________________________________________ 
Threats to harm self   .09    .06    -.05  -.13 
 
Family history of  
Substance abuse -.06  -.03      .08    .07 
 
Significant health   
Problems    .06  -.03      .09  -.00 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 29: Pearson Product Moment Correlations for men and women between Pt, Pt+K, and 
RC7 and External Correlate variables 
 
Discriminant Variables 
   Men      Women 
           _____________________________ ______________________________ 
           Pt Pt + K  RC7    Pt  Pt + K  Rc7  
Threats to harm  
Respondent            .08 .08   .04  -.07  -.03  -.05 
 
Respondents 
History of  
Child abuse           .00 .03  .05    .11  -.11    .12 
 
Significant health 
Problems           .06 .05  .05  -.02    .09  -.02 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 30: Pearson Product Moment Correlations for men and women between Sc, Sc+K and 
RC8 and External Correlate variables 
 
Discriminant Variables 
  Men     Women 
  _____________________________  _____________________________ 
           Sc Sc + K  RC8    Sc  Sc + K  Rc8  
Marriage  
Counseling        -.02 -.07  -.01  -.00  -.02    .03 
 
Significant 
Health 
Problem         .05  .06   .06   .03   .11  -.13 
Note. Degrees of freedom for men = 100, Degrees of freedom for women = 94 
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Table 31: Pearson Product Moment Correlations for men and women between Ma, Ma+K, and 
RC9 and External Correlate variables 
 
Discriminant Variables 
  Men     Women 
   _________________________ ___________________________ 
           Ma Ma + K RC9    Ma  Ma + K RC9  
Threats to  
Harm  
Respondent  .11 .11   .06  -.07  -.06  .00 
 
Parent  
Availability  .07 .09  -.02  .13  .09  .11 
 
Significant 
Health 
Problem   .08  .10    .09   -.07   -.05  -.08 
Note: Degrees of freedom for men = 100, Degrees of freedom for women = 94 
 Direct comparisons between convergent and discriminant variables could not be made 
because of the different number of variables considered. Therefore, averages for discriminant 
and convergent variables were calculated in order to allow for a direct comparison. Table 33 
shows the mean correlations for each scale for discriminant and convergent variables. As can be 
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seen, only two of the mean scores differed significantly and both found for correlate scores on 
the Basic Clinical Scales for women. 
Table 32: Convergent and discriminant mean averages for each scale with significance tests 
  Men   P  Women   P 
 Convergent      Discriminant     Convergent Discriminant 
Hs .15    .09  .33  .29     .03   .04* 
Hs +K .13    .05  .28  .25     .05   .08 
RC1 .13    .09  .38  .24    .06   .10 
 
D .03    .06  .42  .30     .07   .05*  
RC2 .09    .10  .47  .15     .05   .25 
 
Hy .08    .15  .31  .12     .09   .42 
RC3 .11    .02  .26  .06     .02   .39 
  
Pd .14    .08  .33  .18     .06   .21 
RC4 .21  .05  .12  .18     .03   .15 
 
Pa .17   .07  .24  .15     .07   .29 
RC6 .21   .04  .11  .09     .07   .44 
 
Pt .05   .07  .44  .20     .07   .19 
Pt +K .12    .05  .31  .24     .08   .13 
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RC7 .08   .05  .42  .18     .06   .21 
 
Sc     .18   .04  .16  .09     .02   .32 
Sc+K .20  .07  .18  .13     .07   .34 
RC8 .12   .04  .29  .02     .05   .42 
 
Ma .13   .09  .39  .11     .09   .44 
Ma +K .13   .10  .42  .09     .07   .44 
RC9 .14   .06  .29  .04     .06   .44 
Note: Significance values were calculated using a Fisher r-to-z transformation.  
* indicates significant values at the p < .05 level. 
 Based on the information gained in this step of data analysis, it appears that all of the 
scales significantly correlate with at least some of the predicted external correlate variables. Not 
all of the scales appeared to perform identically and, therefore, some scales provided evidence of 
greater convergent validity than other scales. Further, there were significant differences between 
males and females regarding the relation between scales and correlates. Information gained from 
convergent and discriminant analysis indicated that the scales performed reasonably well, 
correlating with convergent variables, and showed generally lower correlations with the 
discriminant variables. This latter finding supports the construct validity of these MMPI scales. 
Incremental Validity 
Prior analyses have examined the strength of the association between individual MMPI 
scales and preselected convergent and discriminant variables. An additional issue involves the 
degree to which scores from two or more related MMPI scales may be combined in order to 
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increase the ability accurately predict to external correlate group membership. The incremental 
validity of scores from the MMPI-2 Basic Clinical Scales, the K-corrected Basic Clinical Scales, 
and the MMPI-2-RC scales was the primary focus for evaluating this latter issue. In order to 
examine the incremental validity of the scales, a series of hierarchical logistical regression 
analyses were conducted.  In each analysis one of the convergent external correlate variables was 
selected as a correlate variable for the prediction equation. The Basic Clinical Scales were 
considered the default scoring method and therefore entered as the first step of the regression 
analysis. The RC scales and K-corrected Basic Scales were then compared to the Basic Clinical 
Scales by entering these variables in subsequent steps. Analyses were conducted in two ways: (a) 
each of the Basic Clinical Scales entered at step 1 and the corresponding K-corrected entered at 
step 2 in order to determine if K-correction was able to add to prediction incrementally; and (b) 
the Basic Clinical Scales entered at step 1 and the corresponding RC scales entered at step 2 in 
order to determine if the RC scales were able to add incrementally.  Because of this two-step 
process, two separate sets of hierarchical linear regressions were conducted for each of the 
external correlate variables: the first to examine if the K-corrected Basic Clinical Scales added 
incrementally to the use of the Basic Clinical Scales, and the second to examine if the RC scales 
added incrementally to the use of the Basic Clinical Scales.  
A series of hierarchical logistic regressions were conducted in order to determine if the 
K-corrected MMPI-2 Basic Clinical Scales or the RC Scales were better able to predict to a 
correlate measure than the MMPI-2 Basic Clinical Scales alone. In each case the regressions 
were separated by gender. The regressions were conducted to assess the ability of the scores on 
the MMPI-2 and MMPI-2-RF scales to predict to the responses of the litigants on the external 
correlate variables, demonstrating convergent validity. First the predictions were based on scores 
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on the MMPI-2 Basic Clinical Scales alone and then the MMPI-2 K-corrected Basic Clinical 
Scales and RC scales were added to determine if the addition of either of the scales improved the 
ability to predict to the external correlate variables. All of the hierarchical logistic regression 
results are presented in Appendix V - XX. Only regressions in which the addition of the MMPI-2 
K-corrected Basic Clinical Scales or the RC scales improved the prediction will be reviewed in 
the text.  
Overall hierarchical regressions consist of independent variables being entered into the 
equation in a specific order based on theory. According to Pallant (2007) “variables or sets of 
variables are entered in steps (or blocks), with each independent variable being assessed in terms 
of what it adds to the prediction of the dependent variables, after the previous variables have 
been controlled for” (p. 147). In this case, the hierarchical logistic regressions are interpreted in 
two steps: first the Basic Clinical Scales were entered to determine if they significantly predicted 
the external correlates, and second, either the RC scales or the K-corrected Basic Clinical Scales 
were entered as a second step in order to determine if they significantly improved the ability of 
the model to predict. In the case of this study, only the second step was important for 
interpretation. For women and men, HS + K and RC1 did not improve prediction over HS for 
any of the external correlate variables. This means that after considering the Hs scale scores, 
further consideration of scores from the K-corrected Hs scale and/or RC1 do not add to the 
ability to predict to any of the external correlate variables examined in this study. Additionally, 
RC2 did not improve prediction over D, and RC3 did not improve prediction over HY. Please 
see Appendix V, VI, VII, VIII, IX, and X for a full listing of the results of the hierarchical 
regressions. 
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For women there were no significant improvements in prediction of the external correlate 
variables of PD with the addition of PD+K or RC4. Please see Appendix XI for the hierarchical 
regressions for women for PD, PD + K and RC4. For men there were two variables for which the 
use of RC4 increased the ability of the model to predict to the external correlates. For a history of 
abuse the model fit based on the basis of the Basic Clinical Scales (PD) alone was not 
significant, 
2 
(1, N = 100) = 1.16, p = .28 indicating that the Basic Clinical Scales alone were 
not able to accurately predict to the external correlates. After the addition of the RC Scales the 
model was significantly improved (RC4), 
2 
(1, N = 100) = 5.10, p = .02, Nagelkerke R
2
 = .12. 
This means that the addition of the RC4 significantly improved the ability of the model to predict 
to the external criterion of a history of substance abuse above and beyond that achieved solely by 
the use of the Pd scale (i.e., there is an incremental gain in adding RC4 to Pd in the prediction to 
this variable). For a history of a DWI the model fit based on the basis of the Basic Clinical Scales 
(PD) alone was not significant, 
2 
(1, N = 100) = .23, p = .63 again indicating an inability to 
accurately predict. After the addition of the RC Scales (RC4), 
2 
(1, N = 100) = 7.40, p = .01, 
Nagelkerke R
2
 = .13, the model was significantly improved in the ability to predict to the 
external correlates. Comparison of log-likelihood ratios showed significant improvement with 
the addition of the RC Scales. Please see Appendix XII for all of the nonsignificant hierarchical 
regressions for men for PD, PD+K, and RC4. 
For women there were no significant improvements in prediction of the external correlate 
variables of PA with the addition of RC6. Please see Appendix XIII for the hierarchical 
regressions for women for PA, and RC6. For men the addition of RC6 improved prediction for 
reports of physical abuse by spouse and reports of psychological abuse by spouse. For a history 
of alleged psychological abuse by spouse the model fit based on the basis of the Basic Clinical 
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Scales (PA) alone was not significant, 
2 
(1, N = 100) = .30, p = .59. After the addition of the RC 
Scales, the model showed significant improvement in the ability to predict the external correlates 
(RC6), 
2 
(1, N = 100) = 4.09, p = .04, Nagelkerke R
2
 = .06. This indicates that the addition of 
the RC6 to Pa increases the ability to predict a participant‟s group membership with regard to a 
history of alleged psychological abuse by spouse. For reports of alleged physical abuse by 
spouse the model fit based on the basis of the Basic Clinical Scales (PD) alone was significant, 
2 
(1, N = 100) = 4.52, p = .03, indicating that it was able to accurately predict if an individual 
had alleged physical abuse by their spouse, and that RC6 has unique predictive ability with this 
outcome variable above and beyond those obtained solely through the use of the PA scale. After 
the addition of the RC Scales the model was significantly improved in the ability to predict if an 
individual had alleged physical abuse, (RC4), 
2 
(1, N = 100) = 6.52, p = .01, Nagelkerke R
2
 = 
.15. Comparison of log-likelihood ratios showed significant improvement with the addition of 
the RC Scales. Please see Appendix XIV for all of the non-significant hierarchical regressions 
for men for PA and RC6. 
For women there were two significant improvements to the predictive ability of the 
model for Pt with the addition of Pt + K. First, for a history of mental health counseling the 
model fit based on the basis of the Basic Clinical Scales (Pt) alone was not significant, 
2 
(1, N = 
94) = .72, p = .40. After the addition of the K-corrected Basic Clinical Scales (Pt + K), 
2 
(1, N = 
94) = 8.47, p = .00, Nagelkerke R
2
 = .15 the prediction was significantly better indicating that 
the model with the addition of K-correction was better able to predict if a woman had been in 
mental health counseling based on her MMPI-2 scores. Comparison of log-likelihood ratios 
showed significant improvement with the addition of the K correction.  Second, for reported use 
of antidepressants the model fit based on the basis of the Basic Clinical Scales (Pt) alone was 
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significant, 
2 
(1, N = 94) = .6.26, p = .01. After the addition of the K-corrected Basic Clinical 
Scales (Pt + K), 
2 
(1, N = 94) = 4.25, p = .04, Nagelkerke R
2
 = .17 the prediction was 
significantly better indicating an improved ability to predict the use of antidepressants. Please see 
Appendix XV for all of the non-significant hierarchical regressions. For men there were no 
significant improvements in prediction over Pt with the addition of Pt + K or RC7. Please see 
Appendix XVI for a full listing of the hierarchical logistic regressions. 
For women there was one significant improvement to the predictive ability of the model 
for Sc with the addition of Sc + K for a history of mental health counseling. For a history of 
mental health counseling the model fit based on the basis of the Basic Clinical Scales (Sc) alone 
was not significant, 
2 
(1, N = 94) = .78, p = .38. After the addition of the K-corrected Basic 
Clinical Scales (Sc + K), 
2 
(1, N = 94) = 5.00, p = .03, Nagelkerke R
2
 = .09 the prediction was 
significantly better indicating an improved ability to predict a history of mental health counseling 
using the K-corrected Basic Clinical Scales. Comparison of log-likelihood ratios showed 
significant improvement with the addition of the K correction. Please see Appendix XVII for all 
of the non-significant hierarchical regressions for Sc, Sc + K and RC8 for women. For men, 
there was also one significant improvement to the predictive ability of the model for Sc with the 
addition of Sc + K for a history of mental health counseling. For a history of mental health 
counseling the model fit based on the basis of the Basic Clinical Scales (Sc) alone was not 
significant, 
2 
(1, N = 100) = .02, p = .88. After the addition of the K-corrected Basic Clinical 
Scales (Sc + K), 
2 
(1, N = 94) = 4.63, p = .03, Nagelkerke R
2
 = .06 the ability of the model to 
predict mental health counseling for men was significantly improved. Comparison of log-
likelihood ratios showed significant improvement with the addition of the K correction. Please 
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see Appendix XVIII for all of the non-significant hierarchical regressions for Sc, Sc + K and 
RC8 for men.  
 There were no significant improvements in the ability of Ma to predict to the external 
correlates with the addition of Ma + K or RC9 for men or women. Please see Appendix XIX and 
XX for the results of the hierarchical logistical regressions for men and women for Ma, Ma + K 
and RC9. 
 When all of the regression analyses were conducted adding the Basic Clinical Scales as 
step one, results were examined and for any case in which either step one, step two, or the total 
model was significant the analyses were rerun with the RC scales entered as the first step. For 
example, if step one (the Basic Clinical Scale had been significant) if step two (the RC or K 
corrected scale) was significant, or if the whole model had been significant the model was rerun. 
For those analyses where any step was significant the analyses were rerun in order to examine if 
the Basic Clinical Scales added anything to the RC scales if the regression analyses were run 
with the RC scales placed as step one. This was conducted in order to determine if there was any 
incremental validity added to the RC scales by the Basic Clinical Scales. It is possible, for 
example, that the RC scales and Basic Clinical Scales share a large amount of common variance 
in prediction to an external criterion, but that each also retains a smaller component of unique 
predictive variance. Given this situation, the variable entered in step one has an advantage in 
accounting for shared variance in the outcome criterion, while the variable entered in the second 
step will appear artificially limited to its unique variance in term of determining predictive value 
for the second step. Given this possibility, researchers have often reversed the order of entry of 
variables in a stepwise model to evaluate this issue (Efendov et al., 2008). There were a total of 
24 regressions for which one or more of the steps had been significant. Of those, there were 
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seven hierarchical logistic regressions for which the Basic Clinical Scales added to the prediction 
over the use of the RC scales alone. Please see Appendix XXI for all 24 hierarchical logistic 
regressions as only those that produced significant results will be reviewed in the text. 
 For men the model fit for Hs/RC1 and health problems based on the RC scales alone 
(RC1) alone was not significant, 
2 
(1, N = 100) = 1.99, p = .16. After the addition of the Basic 
Clinical Scales (Hs), 
2 
(1, N = 100) = 3.90, p = .05, Nagelkerke R
2
 = .08 the prediction was 
significantly better. For women the model fit for D/RC2 and use of antidepressants based on the 
RC scales alone (RC2) alone was significant, 
2 
(1, N = 94) = 4.89, p = .03. After the addition of 
the Basic Clinical Scales (D), 
2 
(1, N = 94) = 6.61, p = .01, Nagelkerke R
2
 = .18 the prediction 
was significantly better. For women the model fit for D/RC2 and use of sleep aids based on the 
RC scales alone (RC2) alone was not significant, 
2 
(1, N = 94) = 2.56, p = .11. After the 
addition of the Basic Clinical Scales (Hy), 
2 
(1, N = 94) = 6.74, p = .01, Nagelkerke R
2
 = .20 the 
prediction was significantly better. For women the model fit for Hy/RC3 and health problems 
based on the RC scales alone (RC3) alone was not significant, 
2 
(1, N = 94) = .18, p = .68. After 
the addition of the Basic Clinical Scales (Hy), 
2 
(1, N = 94) = 4.54, p = .03, Nagelkerke R
2
 = .07 
the prediction was significantly better. For women the model fit for Pd/RC4 and history of abuse 
based on the RC scales alone (RC4) alone was not significant, 
2 
(1, N = 94) = 2.63, p = .06. 
After the addition of the Basic Clinical Scales (Pd), 
2 
(1, N = 94) = 5.58, p = .02, Nagelkerke R
2
 
= .17 the prediction was significantly better. For women the model fit for Pt/RC8 and use of 
antidepressants based on the RC scales alone (RC8) alone was significant, 
2 
(1, N = 94) = 2.26, 
p = .13. After the addition of the Basic Clinical Scales (Sc), 
2 
(1, N = 94) = 4.97, p = .03, 
Nagelkerke R
2
 = .12 the prediction was significantly better. Finally, for men the model fit for 
Sc/RC8 and experience with criminal courts on the RC scales alone (RC8) alone was significant, 
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2 
(1, N = 100) = 2.69, p = .10. After the addition of the Basic Clinical Scales (Sc), 
2 
(1, N = 
100) = 4.06, p = .04, Nagelkerke R
2
 = .09 the prediction was significantly better. Please see 
Appendix XXI for all results of the regression analyses with the RC scales entered as the first 
step. The overall conclusions supported by these results are that there are numerous examples 
that the MMPI basic scales account for unique components of variance in predicted external 
correlates, even when the contribution of the RC scales is considered in the first step.  
Overall, the results of this section appear to indicate that while there are some cases in which the 
addition of a set of scales improves the prediction, this does not appear to be true in most cases. 
Additionally, it appears that each of the scale sets improves in some cases and can be improved 
upon in others with no clear pattern.  
Gender Differences 
 Due to the concern regarding gender differences in both MMPI-2 scores and on external 
variables additional analyses were run to determine if gender differences seen in this sample 
represented “real” differences between the genders or were simply an artifact of this sample. 
These differences appeared on several external correlate variables: use of sleep aids, use of anti-
depressants, family history of substance abuse, experience with criminal courts, found guilty of a 
crime, reports of physical abuse by spouse, family history of mental health problems, and who 
initiated the divorce. To determine if the observed gender differences were due to different 
endorsement rates a Chi-Square analysis was run on each variable in which a significant 
difference was found (see Table 33). If significant differences did not exist in the endorsement 
rates of the external correlates then this would suggest that the differences may be due to actual 
differences in correlations between scales and external correlates. Chi square analyses were run 
on all variables, four significant effects were found. First, women reported using more 
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antidepressants than men, X
2
 (1, n = 196) = 4.20, p = .046. Second, more men reported 
experience with criminal courts than women, X
2
 (1, n = 196) = 6.94, p = .01. Third, more men 
reported being found guilty of a crime than women, X
2
 (1, n = 196) = 5.26, p = .03. Finally, 
more women reported being seen for mental health counseling than men, X
2
 (1, n = 196) = 6.18, 
p = .02.  See table 33 for full frequency results with p-values. 
Table 33 Response rates for men and women on external correlates. 
 
       Men    Women         P-value  
   Yes  No  Yes  No 
DWI    14  88  8  86  .27 
Found Guilty   14  88  4  90  .03* 
Experience with Court 30  72  13  81  .01* 
Encourage Contact  48  28  38  30  .40 
Significant Health Problems 29  72  29  65  .60 
Taking Anti-Anxiety  8  93  11  83  .47 
Taking Sleep Aids  6  95  9  85  .42 
Taking Antidepressants 10  92  19  75  .05* 
Are Others Concerned  
About Alcohol Use  20  82  18  76  1.0 
Seen for Counseling  65  37  75  19  .02* 
Mental Illness   8  94  15  79  .12 
Reports of Psychological 
Abuse    41  60  34  60  .56 
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Reports of Physical Abuse 27  75  27  67  .75 
Admitted Infidelity  9  93  5  89  .41 
Family History of 
Substance Abuse  23  79  24  70  .74 
Note: The number reflects the proportion of of the individuals in the sample that endorsed the 
item in the indicated direction; Significant differences reflect 
2  
tests comparing men to women 
regarding their responses.  
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Discussion 
 The MMPI-2 is often used in custody evaluations to assess the level of psychopathology 
in the litigants involved in the case. However, the guidelines for using the MMPI-2 in this 
context are unclear. The current study represents the first attempt to clarify which set of scales 
(MMPI-2 Basic Clinical Scales, MMPI-2 K-corrected Basic Clinical Scales, or the RC scales) 
are most useful in this type of population. The findings indicate that each of the scoring methods 
showed convergent validity with external correlates and demonstrated adequate discriminant 
validity. Evidence did not indicate that one set of scales was superior to another in terms of 
convergent or discriminant validity. Results indicated that, in most cases, none of the scales 
added incrementally to each other. Thus, the findings do not suggest that one scoring method is 
more useful than another with this population. Next, more specific findings will be reviewed in 
order to examine the evidence for convergent and discriminant validity in this study.   
 An important question addressed by this study involved the relation between the scoring 
methods and external correlate variables. Each of the sets of MMPI-2 and MMPI-2-RF scales 
(scoring methods) investigated in this study showed substantive convergent correlations with 
predicted external correlate variables using the standard (i.e., r ≥ .20) employed in similar 
research studies (e.g., Arbisi, Sellbom, & Ben-Porath, 2008). Consistent with hypothesis one, 
while there were differences in individual external correlate variables, overall it did not appear 
that any of the scoring methods (i.e., non-K-corrected Basic Clinical Scales, K-corrected Basic 
Clinical Scales or RC scales) consistently outperformed each other with respect to convergent 
validity (i.e., correlations to the convergent external correlate variables) as the scales generally 
produced the same number of significant findings overall. This finding indicates that in the 
majority of cases the scales performed equally as related to the external correlates. 
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 This finding is largely consistent with findings from previous studies in non-custody 
samples, which have examined the use of the K-corrected Basic Clinical Scales and the RC 
Scales as compared to the Basic Clinical Scales. For instance, previous studies (e.g., Archer, 
Fontaine, & McCrae, 1998; McCrae et al., 1989) have shown that the use of the K-correction 
procedure does not improve the correlations of the MMPI-2 scales to external criteria, a finding 
that was replicated in this study showing that K-correction did not appear to improve the 
correlation of the scales to the external correlate data. Archer et al. (1998), for example, 
evaluated the use of the MMPI-2 validity scales, and K scale and the VRIN scale in a sample of 
692 psychiatric inpatients. Using this sample, they compared the effects of the K-correction 
procedure and the relationships between the scales and external correlate variables. Archer et al. 
(1998) statistically compared the correlations for each scale using a Fischer R to Z 
Transformation and concluded that the scale sets were essentially equivalent and that the K-
correction procedure offered no significant improvement.  It is important to note that Archer et 
al. (1998) were able to use Fischer R to Z Transformations because of the large sample size 
available to them (N=692). With smaller samples sizes, such as the one used in this study, this 
method should be not be applied because the relatively small power of this study and relatively 
small effect sizes would not allow for significant differences to be detected even if they existed. 
McCrae et al. (1989) examined the relationship between the MMPI clinical scales, the Cook-
Medley Hostility scale and the NEO Personality Inventory in a sample of “normal” volunteers (N 
= 274). In order to examine these relationships, McCrae et al. (1989) simply looked for any 
difference in magnitude between the correlations for K-corrected and non-K-corrected Basic 
Clinical Scale correlations to external criteria finding that in most cases (26 of 30 cases) the use 
of the K-corrected procedure reduced the magnitude of the correlations.  
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Studies that have compared the use of the Basic Clinical Scales and the Restructured 
Clinical Scales have shown comparable convergent validity between the two (e.g., Osberg, 
Haseley, & Kamas, 2008; Sellbom & Ben-Porath, 2005). Both studies used similar methods to 
the current study. Osberg, Haseley, and Kamas (2008) compared the MMPI-2 and MMPI-2-RC 
scales to the SCL-90 in a large sample of college freshman (N = 744). They compared the scores 
on the RC scales to scores on the Basic Clinical Scales and found that the RC scales showed 
good convergent validity with the Basic Clinical Scale counterparts. In this study effect sizes 
(i.e., r) larger than .50 were considered to show evidence of convergent validity and smaller 
effect sizes were considered to show evidence of discriminant validity (i.e., ≤ .50). Thus, while 
results were similar to this study, the use of a continuous measure (i.e., SCL-90) produced larger 
correlations than the dichotomous variables used in the present study (Bhandari, Lochner, & 
Tornetta, 2002, Cohen. 1983). Though the effect sizes were larger in the study, overall 
percentage of elevations was similar to the current study with 34 of the 81 correlations meeting 
the cut-off for the MMPI-2-RF and 29 out of 72 correlations meeting the cut-off for the MMPI-2.  
 Sellbom and Ben-Porath (2005) also compared the MMPI-2-RF to another scale, the 
Multidimensional Personality Questionnaire MPQ, in a sample of 985 students enrolled in a 
general psychology class. The authors found that the RC scales converged with measures of 
specific personality traits on the MPQ. In this case, the authors compared significance levels for 
the zero-order correlations with significant values being seen as evidence of convergent validity, 
while non-significant values were seen as evidence for discriminant validity.   
Although the current findings regarding correlations to external correlate variables are 
generally consistent with previous findings in normal and clinical settings, they are novel 
because this is the first time that this type of research has been conducted with child custody 
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litigants. However, it is important to examine the use of an effect size cut off of .20 as previous 
research has used a .15 and a .20 cut off in samples using dichotomous variables. 
 For this study an effect size cut off of .20 was used to determine if an external variable 
correlated substantively with a scale, this cut off was selected because it represented an effect 
size that was above the level of p = .05 for the sample size and has been used previously by other 
researchers (e.g., Arbisi, Sellbom, & Ben-Porath, 2008; Binford & Liljequist, 2008). With a 
conservative cutoff (r = .20), 54 of the 162 correlations produced values above the cut-off. 
However, previous literature has suggested a more liberal cut off of .15 for samples with more 
participants (Graham, Ben-Porath, & McNulty, 1999). Thus, while a cut off of .20 produced a 
reasonable number of significant correlations, had this study had a more power the evidence for 
convergent validity might have been stronger. 
 Though the use of a cut-off score is common in MMPI-S research, this approach for 
determining convergent and discriminant validity is not always used. Other lines of research 
(e.g., Hermans, Jelluma, van der pas, & Evenhuis, 2012; Schell, 2012) have relied on statistical 
significance to support convergent validity, while they have relied on a lack of statistically 
significant correlations to provide evidence of discriminant validity. In the case of this study the 
cut off used was set at the level of statistical significance and the cut off score for discriminant 
validity was set below the level of statistical significance. Therefore, it is unlikely that the use of 
cutoff scores had a significant impact on the results of the study. However, this study produced 
less than a third of the expected convergent correlations. As noted above, this pattern is 
consistent with past MMPI-2 research; however, traditional psychometric studies may not 
consider this to provide support for the convergent validity of the scales. 
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 The findings of this study were also consistent with previous findings regarding the 
magnitude of relation between the MMPI scales and convergent external correlates when 
dichotomous variables were used instead of continuous variables (scales). For instance, findings 
reported in Graham, Ben-Porath, and McNulty (1999), and in the MMPI-RF manual (Tellegen et 
al., 2008), show correlations generally have effect sizes between .15 and .25 and indicate that it 
is rare to see correlations with effect sizes of .30 or larger. In this study only 15 (9%) correlations 
were larger than .30, although eight of those higher correlations occurred on one scale (Pd, Pd + 
K or RC4). Again, this consistency (i.e., relatively small effect sizes) with previous results in 
clinical settings lends support to the credibility of these findings regarding the MMPI-2 Basic 
Clinical Scales with and without K-correction and MMPI-2-RF in the context of child custody 
cases. Credibility is lent because of the consistency seen between previous findings in multiple 
other settings for the MMPI-2 and MMPI-2-RF where it is commonly considered valid for use. 
The findings provide some support for convergent validity and indicate that the MMPI-2 or 
MMPI-2-RF may be valid for use in this setting. The usefulness of the measures in this context 
remains a question that will need to be addressed by future research. 
 Overall, the findings regarding convergent validity of the scales indicate that most of the 
scales correlate with external variables in a generally expected pattern. Thus, while not 
answering the ultimate question of which set of scales is more useful, this section of the results 
indicated that any of the scale sets would at least have some convergent validity in this context 
and correlate with expected external correlate variables. 
 With regard to discriminant validity, it was predicted that the RC scales would show 
greater evidence of discriminant validity then the MMPI-2 Basic Clinical Scales with and 
without K-correction.  This finding would have been demonstrated by a higher percentage of 
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discriminant correlations for the RC scales being below the r = .20 cutoff and a higher 
percentage of the K-corrected and Non-K-corrected Basic Clinical Scales being above the cut 
off. This measure of discriminant validity is commonly used in MMPI research where smaller 
effect sizes are often seen. For example, Forbey, Lee, and Handel (2010) examined the relation 
between the MMPI-2-RF and narrow-band scales regarding convergent and discriminant 
validity. They defined discriminant validity as being “reflected by scores on criterion not being 
as strongly related to conceptually unrelated scale scores” (p. 738). The authors set a cut off 
score for convergent validity and if the scores were below that cut off they felt that this was 
evidence for discriminant validity (when it matched theoretical expectations).  
The results of the analyses did not support this aspect of hypothesis one because there 
were not substantial differences between the scales in regard to the correlations with discriminant 
external correlate variables. In fact, all of the MMPI-2 scale sets demonstrated evidence of 
discriminant validity. For example, all of the hypothesized discriminant correlations produced 
correlations below a value of r = .20. This finding indicates that all of the discriminant 
correlations performed in the expected manner and fell below the cut off level expected for 
convergent variables. All three of the MMPI scale sets generally showed evidence of 
discriminant validity based on the criteria established for this study. However, the RC Scales, 
contrary to hypothesis one, do not demonstrate more evidence of discriminant validity than the 
Basic Clinical Scales or the K-corrected Basic Clinical Scales.  
It is important to note, however, that one of the weaknesses of this study is the reliance 
on bivariate (dichotomous) data, and this could have hindered the ability to show substantively 
larger differences between discriminant and convergent validity because dichotomous variables 
generally produce lower correlations (Bhandari, Lochner, & Tornetta, 2002; Cohen, 1983). 
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Therefore, given the limitation on the range of the correlate variables used in this study, it is 
possible that this could not adequately evaluate potential differences between discriminant and 
convergent correlations. Given this limitation, the discriminant validity of these scales in this 
population should be explored in the future with a data set containing a larger variety of external 
correlate variables with larger ranges. The results of the present study did not support one of the 
major advantages claimed for the RC scales (e.g., Tellegen et al, 2003), that the scales have 
comparable convergent validity with the traditional MMPI basic scales but superior discriminant 
validity. As noted earlier, while cutoff scores were used they matched closely to the statistical 
significance for convergent validity; therefore the results are in line with both MMPI-2 research, 
which commonly uses cutoffs, and with more traditional methods of determining convergent and 
discriminant validity that relies only on statistical significance.  
The finding regarding discriminant validity was not consistent with previous findings that 
indicated that the RC scales tended to show a stronger pattern of discriminant validity than the 
Basic Clinical Scales (e.g., Tellegen et al., 2006). Osbert, Haseley, and Kamas (2008) reported 
that they had demonstrated superior discriminant validity of the RC scales over the Basic 
Clinical Scales in a large sample of college freshman (N = 744). The authors examined 
convergent validity (reviewed above) and also examined discriminant validity of the scales. The 
authors determined which correlates they believed should and should not be conceptually related 
to the scales and set a cut off value (in that case r = .50 because they were using other self report 
[e.g., individual report with no behavioral measures] measures as the external criteria) and any 
variable that did not meet this cut off was considered to support discriminant correlations. 
However, as noted above the study used external criteria with a wider range of external correlate 
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variable scores (continuous measures), therefore increasing the likelihood of detecting 
differences in discriminant validity.  
Overall, all of the scales demonstrated discriminant validity in that they did not correlate 
with variables they were expected not to be related to. Previous literature has shown that the 
MMPI-2 RC scales evidence superior discriminant validity than the MMPI-2 Basic Clinical 
Scales (e.g., Simms, Casillas, Clark, Watson, & Doebbeling, 2005). This finding was not 
replicated in this study, as all scales showed evidence of discriminant validity. However, the 
limited range of the dichotomous external correlates may have limited the ability of the study to 
detect differences between the scales (Tabachnick & Fidell, 2007). 
The next step of this study involved examining the incremental validity of the scales. It 
was hypothesized that there would be no incremental gains provided by the K-corrected scales 
and that the RC Scales would add incrementally only in cases where the relation between the 
scales and that external criteria was hypothesized to be in the negative direction. As noted 
previously, the data indicated that the scales are generally equivalent with little evidence of 
overall incremental gain created by using any one of the scale sets over another.  Hypothesis two 
was that the K-corrected Basic Clinical Scales would not improve the ability of the model to 
predict group membership for the external correlates which was supported by the data. Out of 
thirty-eight regressions, the K-corrected Basic Scales only improved the ability of the model to 
predict the external correlates in four equations. These results indicate that the use of the K-
corrected Basic Clinical Scales did not provide substantial improvement over the use of the Non-
K-Corrected Basic Clinical Scales. It is important to note that while the use of a commonly 
accepted cut off level was used in the interpretation of the convergent and discriminant 
correlation, the same was not available for use in the incremental validity analyses. While effect 
 149 
 
size analyses can be used in the place of statistical significance testing for correlations, the only 
commonly accepted method for examining incremental validity relies on significance testing 
because there is no commonly accepted cut off for odds ratios to be considered substantive. 
Because of this, and the relatively small sample size of the study, the requirements for the 
demonstration of significance for hypothesis two and three were stringent. Therefore, appropriate 
cautions must be taken when interpreting the data and the findings will need to be replicated in 
future studies. 
Regarding hypothesis three, the results of this study were not consistent with the 
prediction that the RC scales would add incrementally to the Basic Clinical Scales. Out of the 
sixty-two regressions, in only four (all with positive correlations) did the addition of the RC 
scales improve the ability of the model to predict to the external correlates. This suggests that the 
RC scales did not add to the predictive ability of the model, and did not support the hypothesis. 
Regression equations for which any step (i.e., either step one or step two) was significant 
(N= 24) the regressions were re-run with the RC scales entered as the first set of the regression 
equation. This was done to ensure that significant results in step one were not masking 
significant predictive ability in step two by accounting for the same variance. In order to 
determine if the Basic Clinical Scales added to the RC Scales it was important to rerun the scales 
if any step in the model had been significant. Of those re-run, eight produced results indicating 
that the addition of the Basic Clinical Scales to the RC scales improved the ability of the model 
to predict to the external correlate variable. Again, this indicated that the use of the Basic 
Clinical Scales did not generally add to the predictive ability of the model and did not 
substantially improve over the use of the RC scales. 
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Previous research has investigated the incremental validity of the MMPI-2 and other tests 
(Effendor, Sellbom & Bagby, 2008) or the incremental validity of putting multiple scales 
together (Sellbom, Toomey, Wygant, Kucharski, & Duncan, 2010). This study differs from the 
previous studies in that it examines the incremental validity of the MMPI-2 and MMPI-2 RC 
scales when added to each other.  This represents a new examination of the use of these scales 
with custody litigants. 
 It is important to consider why hypothesis three was not supported. It is possible that the 
high correlations between the comparable scales explains the findings (see Appendix III for an 
intercorrelation matrix for the scales). For example, while there are a few cases in which the 
addition of either the RC, K-corrected or Basic Clinical Scales improved prediction, the overall 
pattern of the results reflected the large amount of redundancy between these scales with limited 
additional value achieved by attempting to add scales together to provide incremental gains. This 
finding is consistent with previous findings regarding the level of overlap between the MMPI-2 
and the MMPI-2-RC scales. For example, Sellbom et al. (2006) examined the MMPI-2 and 
MMPI-2-RF using a large sample of outpatients (N = 1,770) and a large sample of inpatients (N 
= 2,438). The authors explored the use of K-correction, the effect of demoralization, and the 
impact of subtle items on elevation differences seen between the MMPI-2 Basic Clinical Scales 
and the RC scales. Their findings indicated that there are elevation differences on the scales in 
only roughly 10-35% of cases, showing considerable consistency between scales, and the authors 
concluded that the core Basic Clinical Scales should only be interpreted when the corresponding 
RC scale is elevated.  
Additional Findings 
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One of the most interesting findings of the current study was the large difference seen 
between the genders. Of the 162 correlations, 46 demonstrated significant differences between 
men and women when Fischer r-to-z transformations were conducted. As an example, the 
relation between Pd, Pd + K and RC4 and a history of being found guilty of a crime appeared to 
be moderated by the gender of the individual. For men there was a moderate positive correlation 
between high scores on Pd and being found guilty of a crime, while for women there was either 
no significant correlation or a small negative correlation (Pd + K). Additionally, the same types 
of differences emerged in the relation between Hs, Hs + K, and RC1 where for women high 
scores were correlated with an increase in reported use of sleep aids, while there was no 
substantive correlation between these variables for men. These clear gender differences support 
the contention previously made by Butcher and Tellegen (1978) and others that MMPI data 
should be analyzed separately by gender. This later finding will be discussed more fully as this 
relates to previous research and future research recommendations.  
 The scale sets also appeared to perform differently, on average, between genders meaning 
that there appears to be different relations between higher scores on the scales and the relation to 
external correlate variables depending on the gender of the individual. For example, on scale Pt, 
Pt + K and RC 7, men had no correlations (0%) with effect sizes greater than .20 while women 
had eight correlations (67%) that had effect sizes greater than .20. Percentages were used 
because of the differences in the number of correlations run between the scales, as this presented 
a less biased accounting of the relations than the raw value of effect sizes over .20. This finding 
implies that future MMPI research that involves external correlates should begin with an 
evaluation of the equivalence of scores for men and women. If gender differences exist, then 
researchers should separate the analysis by gender to insure that gender differences are not 
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masked. While examining gender differences was not a specific goal of this study, this finding is 
important for future researchers to acknowledge and consider when designing future studies. 
Butcher (2011) notes that gender differences are commonly found on personality measures, 
including the MMPI-2 and MMPI-2-RF, and can be attributed to potential differences in social 
role modeling, evolutionary development, or simply represent artifact models of the testing 
instruments.  
 One of the questions commonly raised when gender differences are identified are what 
these differences represent and if they can be considered actual differences between the genders 
or simply an artifact of response styles or methods used in the study. To investigate this 
possibility, the response rates for men and women were examined for each external correlate that 
had significant differences in correlations. The results indicated that for the majority of the 
variables there were no significant differences between the rate at which men and women 
responded to the items. On the few variables where there were significant differences it was 
important to examine if these differences had been previously supported in the literature as “real” 
differences between genders regarding behaviors. 
On the few items where there were differences in endorsement rates (involvement with 
criminal courts, use of antidepressants, and who initiated the divorce) these behaviors have been 
previously investigated by other authors and found that males and females differ in regard to the 
likelihood of arrest, use of antidepressants, and how likely they are to file for divorce or 
separation. Regarding gender differences in the use of antidepressants, research suggests that 
women use antidepressants more than men (e.g., Hohmann, 1989; Weissman & Olfson, 1995). 
Additionally, research has shown that men are significantly more likely to be arrested than their 
female counterparts (e.g., Goodkind, Wallace, Shook, Bachman, & O‟Malley, 2009; Robertson, 
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Liew, & Gardner, 2001). Therefore, it is suggested that both of these differences may be viewed 
as “real” differences in gender endorsement rates and represent differences in how the scales 
relate to external criteria. Finally, the differences found in endorsement rates between the 
genders regarding who initiated the divorce can also be explained by previously studied gender 
differences in the external correlate variables. Previous studies (e.g., Hewitt, Western, & Baxter, 
2006) have previously shown that women are more likely to initiate divorce than their male 
partners. Therefore, it is suggested that these differences should not be dismissed simply as 
representing differences in endorsement rates in this sample or methodological shortcomings of 
the dataset, and instead, based on previous literature and theory, should be viewed as possible 
differences in the data and in the relation between scores on the MMPI-2-RC scales and external 
correlate variables. 
Regarding the use of the MMPI-2 or MMPI-2-RC scales in the context of child custody 
assessments, it is clear that clinicians must be aware of possible gender differences related to 
external criteria. The results of the assessments measures must be interpreted in the context of 
additional correlate information. Clinicians should attempt to gather as much supporting 
information as is possible, including arrest histories, others report of behavior, medical histories, 
mental health histories, and should interpret the results of the MMPI-2 or MMPI-2-RF in the 
context of this collateral information. Finally, clinicians may want to limit direct comparisons 
between the profile elevations of men and women in custody cases as the relation to external 
correlates may be different between genders. 
Major Findings and Importance 
 This is the first study to examine external correlates of the MMPI-2 and MMPI-2-RF in a 
custody population and, thus represents a crucial step in developing a research base that will seek 
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to validate the use of the test in this population. The MMPI-2 and the MMPI-2-RF are useful in 
custody evaluations only to the extent that they relate to important external correlates. Results 
from this study indicate that there are scale by scale differences in the magnitude of correlations 
to external correlates (e.g., RC1 has more correlates above .20 than Hs or Hs+K for men, while 
D has more correlates above .20 than RC2 for women) but there is no persistent pattern that 
would indicate the superiority of one set of scales over another (i.e., the RC scales are not better 
than the other scales sets in the majority of cases). Further, while there are gender differences in 
the pattern of correlations reported in the current study, these potential gender differences do not 
support the use of one set of scales in contrast to another. 
Overall, the RC scales are more parsimonious because they are considerably shorter than 
the MMPI-2 Basic Clinical Scales or the K-corrected Basic Clinical Scales. Indeed, the MMPI-2 
Basic Clinical Scales have 567 items whereas the RC scales have 338 items. The shorter length 
of the RC scales may save time. In many clinical populations (e.g., substance abusers, 
psychiatric inpatients) an extensive research literature provides a cogent reason for staying with 
the use of the MMPI-2 Basic Clinical Scales. However, the same advantage is not present in the 
child custody context. There has been very limited research regarding the use of the MMPI in 
this population and this study represents the first that has examined external correlates with child 
custody litigants. Because of this, the choice to use the RC scales over the Basic Clinical Scales 
does not represent a great loss of prior knowledge regarding the instrument, as previous studies 
have also shown that the profiles remain consistent between the use of the RC scales and the 
Basic Clinical Scales (Archer et al., 2011).  
Major findings may also raise questions about the use of K-correction with custody 
litigants. The K-correction procedure changes the scores of the client‟s MMPI-2 profile but may 
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not improve interpretation. Questions may arise regarding the use of the MMPI-2 K-correction 
procedure in this context as it is more likely to produce clinical scores. These findings indicate 
that the procedure is no more or less likely to produce a profile that accurately reflects external 
correlates. Therefore, clinicians should exercise caution in determining which set of scales to use 
(K-corrected versus non-K-corrected) and should be aware that the use of the K-correction 
procedure may either add or remove bias from the profile. Clinical judgment and collateral 
information should be used to determine which profile most accurately reflects the individual. 
 Related to the issue of gender differences, Butcher and Tellegen (1978) suggested that 
samples used for studies involving the MMPI should always first be separated by gender in order 
to examine the possibility of gender differences. Previous research has supported the contention 
that differences exist in the relation between external correlates for men and women on some of 
the MMPI-2 scales (e.g., Graham, 1988; Barthlow, Graham, Ben-Porath, & McNulty, 1999). 
Graham, Ben-Porath, and McNulty (1999) noted that it is unclear if these gender differences in 
the MMPI-2 correlates reflect differential base rates of the phenomena in the general 
populations, or simply differences in reporting symptoms across genders. This difference may be 
particularly important in custody evaluations, as the evaluator is generally (although not always) 
using testing to compare two individuals of different genders. This study adds to the literature 
regarding gender differences in the MMPI-2 and MMPI-2-RF demonstrating differences between 
the scale elevations and external correlations that vary by gender. Results indicate that gender 
differences exist in custody populations and that they occur on a variety of scales, reach 
statistical significance, and are potentially very important as they may change interpretation of 
the scale elevations or the way that future research is conducted on the scales. This suggests that 
interpretation of the scales may differ by gender and the relation between the scales and external 
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correlates should be routinely analyzed by gender to insure that important differences are not 
masked.  
Research Limitations 
 This study is a step forward in terms of the research regarding the use of the MMPI-2 and 
the MMPI-2-RF in custody evaluations as it begins the process of demonstrating construct 
validity in this population and making recommendations with regarding to usefulness. However, 
there are several limitations that should be addressed in future studies.  First, the use of 
dichotomous external criteria limited the ability to detect differences, particularly in terms of 
discriminant validity. The use of dichotomous variables also decreased the ability to detect 
evidence of incremental validity, due to a truncated range of values in the outcome variables 
(Bhandari, Lochner, & Tornetta, 2002; Cohen, 1983). It is possible that the current study 
underestimated the magnitude of the relation between the scales and external correlate variables. 
As well, the use of significance testing for the incremental validity sections placed a high bar, 
given the dichotomous nature of the data.  
 Second, the generalizability of the study may be relatively limited as it was based on two 
samples in the Commonwealth of Virginia. This is a limitation for two reasons. First, the 
characteristics of participants may vary across settings. Second, the Best Interest of the Child 
Standard is defined by state statute and may vary somewhat from state to state. While this study 
did not attend directly to the BIOC standard, the interest in the mental health of the parent and 
the priority of this piece of the evaluation may differ by state. Therefore, the ability of the current 
study to generalize to other samples in other areas of the country or in different contexts may be 
limited. 
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 The current study also focused entirely on data for which the predictor and outcome 
variables were gathered at the same time (Devellis, 2003). This study is a solid first step towards 
gaining knowledge regarding the usefulness of this measure in child custody evaluations. 
However, it would be useful for future studies to evaluate the predictive validity of the MMPI by 
following families over time to see if the MMPI predicts important indices such as the family 
functioning and adjustment. Thus, the current study may be limited in its ability to accurately 
predict future outcomes.  
 Fourth, the study consisted only of self-report measures of behavior and personality. 
While there was some pressure on individuals to be honest because of the availability of an 
“other report” in the form of the other parents report, this was not directly measured in this study. 
Therefore, it is possible that the desire of participants to present well for the examiner may have 
skewed the results of the study (i.e., tendency to show a positive picture of individuals). This 
limitation could be addressed by gathering data from multiple sources. 
 Finally, the study focused on the usefulness of the MMPI-2 and MMPI-2-RF in custody 
contexts as it applies to its ability to perform in the expected manner and not in its ability to 
produce better custody outcomes. A larger question involves the usefulness of the MMPI-2 or 
MMPI-2-RF in producing better custody decisions by providing the clinician involved in the 
case with useful information about the parents. As the MMPI-2 and MMPI-2-RF are not 
measures of parenting, the application of these tests to this context, while commonly used and 
considered an integral part of the assessment, has not been shown empirically to improve 
custody decisions. It is important to note, that it is unlikely that this kind of research would be 
undertaken in the near future due to financial, time, and legal constraints.  
Directions for Future Research 
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 Future research should focus on replication of the current findings, demonstration of the 
generalizability of current results, and the use of a wider range of outcome measures. The use of 
measures that have standardized rating materials and produce a range of values along a 
continuum is recommended for future research in this area. These measures would optimally also 
have an established inter-rater reliability with two or more raters of the external criterion variable 
in order to show that the measure being used is reliable in this context. The use of validated 
external correlate measures with a wide range of values would allow researchers to gain a more 
detailed understanding of the relation between the MMPI-2 and MMPI-2-RF scale scores and 
external correlate variables. Additionally, continued replication would add support to the 
findings in this study.   
To address issues of generalizability, it is recommended that future studies be conducted 
in a variety of geographic areas across states. Attempts should be undertaken to replicate the 
current MMPI-2-RF scale findings that show convergent correlates are similar in magnitude to 
those of the MMPI-2 in a variety of states and contexts. Finally, future research should examine 
the relation between discriminant correlates and the MMPI-2 and MMPI-2-RF.  
 Finally, the most difficult and productive future research direction would be a 
longitudinal. This type of study would address many of the limitations cited above and could 
address the larger question of the usefulness of a measure of psychopathology in a custody 
evaluation.  
Conclusions 
 Despite the limitations of the current study the results provide preliminary evidence for 
the validity of the MMPI-2 and MMPI-2-RF for use with custody litigants. The magnitude of 
correlations between the scales and external correlate variables are similar to those found in 
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outpatient samples and reported in the MMPI-2-RF manual across a variety of settings (Tellegen 
et al., 2003).  While evidence of convergent validity is lower than seen in some samples (with 
larger range variables) it is in line with expectations for the MMPI-2 and the use of dichotomous 
variables.  Future research may provide a more thorough understanding of the relations between 
the scales and external correlates. The current results support the potential productivity of future 
research in this area to establish empirical relationships between the MMPI-2-RF scales and 
outcome criteria relevant to child custody evaluations. While there was limited evidence to 
support the use of one set of scales over the other, this study serves to help clinicians develop a 
system of understanding the use of each set of scales in this setting.  
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Appendix I: 
I. Orienting Guidelines: Purpose of a Child Custody Evaluation 
a. The purpose of the evaluation is to assist in determining the psychological 
best interests of the child. 
b. The child‟s welfare paramount. 
c. The evaluation focuses upon parenting attributes, the child‟s psychological 
needs, and the resulting fit. 
II. General Guidelines: Preparing for a Child Custody Evaluation  
a. Psychologists strive to gain and maintain specialized competence. 
b. Psychologists strive to function as impartial evaluators. 
c. Psychologists strive to engage in culturally informed, nondiscriminatory 
evaluation practices. 
d. Psychologists strive to avoid conflicts of interest and multiple relationships in 
conducting evaluations 
III. Procedural Guidelines: Conducting a Child Custody Evaluation 
a. Psychologists strive to establish the scope of the evaluation in a timely 
fashion, consistent with the nature of the referral question. 
b. Psychologists strive to obtain appropriately informed consent. 
c. Psychologist strive to employ multiple methods of data gathering. 
d. Psychologists strive to interpret assessment data in a manner consistent with 
the context of the evaluation. 
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e. Psychologists strive to complement the evaluation with the appropriate 
combination of examinations. 
f. Psychologists strive to base their recommendations, if any, upon the 
psychological best interests of the child. 
g. Psychologists create and maintain professional records in accordance with 
ethical and legal obligations. 
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Appendix II: 
Date reviewed:  
Type of evaluation 
1. Custody 
2. Capacity 
Reports of physical abuse (by other parent toward respondent)    
 p. 9 
1. Yes 
2. No 
Types of physical abuse 
1. Pushing/shoving 
2. Throwing things 
3. Slapping 
4. Hitting/punching 
5. Sexual abuse 
Reports of psychological abuse (by other parent toward respondent) 
1. Yes 
2. No 
Types of psychological abuse 
1. Emotional abuse 
2. Threats to harm respondent 
3. Threats to harm self 
4. Withhold contact or access to children 
Number of dependent children        
 p. 10 
1. Age ____ Gender 1 M 2 F Involved in current case 1. Yes 2. No 
2. Age ____ Gender: 1 M 2 F Involved in current case 1. Yes 2. no 
3. Age ____ Gender: 1 M 2 F Involved in current case 1. Yes 2. no 
4. Age ____ Gender: 1 M 2 F Involved in current case 1. Yes 2. no 
5. Age ____ Gender: 1 M 2 F Involved in current case 1. Yes 2. no 
6. Age ____ Gender: 1 M 2 F Involved in current case 1. Yes 2. no 
Other children (deceased or adult) 
1. Age ____ gender: 1 M 2 F Deceased 1 Yes 2 No 
2. Age ____ gender: 1 M 2 F Deceased 1 Yes 2 No 
3. Age ____ gender: 1 M 2 F Deceased 1 Yes 2 No 
4. Age ____ gender: 1 M 2 F Deceased 1 Yes 2 No 
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Age:_____          p. 16 
Current relationship status (circle all that apply 
1. Separated  
2. Divorced 
3. remarried 
4. Live-in 
5. Dating 
6. married 
7. None 
Relationship to child 
1. Biological parent 
2. Step-parent 
3. Grandparent 
4. Other relationship 
Gender 
1. Male 
2.  Female 
 
Family history (Parents) 
1. Intact marriage while growing up 
2. Parents divorced 
3. Death of mother, age of respondent at death ____ 
4. Death of father, age of respondent at death ____ 
5. Parent away frequently due to business or military service 
6. Spousal violence (respondent‟s parents) 
Number of siblings ___ 
Birth order of respondent ____ 
Family  mental health 
1. depression 
2. drinking or drug abuse 
3. psychiatric hospitalization 
4. emotional problems or mental illness 
 
Respondents history of child abuse 
1. neglected by parents 
2. physically abused  by parents 
3. sexual abuse (family member) 
4. sexual abuse (non family member 
5. none 
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Marital counseling          p. 18 
1. Yes  
2. No 
Seen a mental health professional for counseling or therapy? 
1. Yes 
2. no 
Education (highest grade completed 
1. High school (9-12) ______ 
2. High school diploma 
3. Some college 
4. Completed college 
5. Some graduate school 
6. Graduate degree 
 
Current Employment:         p. 18, 20 
1. Farm laborer, day laborer 
2. Machine operator, semiskilled worker 
3. Skilled manual worker, craftsman, police and fire services, enlisted military and non-
commissioned officers 
4. Clerical/sales, small farm owner 
5. Technicians, semiprofessional supervisor, office manager 
6. Small business owner, farm owner, teacher, low level manager, salaried worker 
7. Mid-level manager or professional (for example: architect, engineer, accountant, 
attorney) mid-sized business owner, military officer 
8. Senior manager or professional (for example: physician, college professor, minister, 
owner or CEO of a large business) 
9. Other 
a. Unemployed 
b. Homemaker 
c. Student 
d. Retired 
e. Other ________ 
Length of time employed in current job? _____ 
IF not currently employed, what was primary occupation previously? 
1. Farm laborer, day laborer 
2. Machine operator, semiskilled worker 
3. Skilled manual worker, craftsman, police and fire services, enlisted military and non-
commissioned officers 
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4. Clerical/sales, small farm owner 
5. Technicians, semiprofessional supervisor, office manager 
6. Small business owner, farm owner, teacher, low level manager, salaried worker 
7. Mid-level manager or professional (for example: architect, engineer, accountant, 
attorney) mid-sized business owner, military officer 
8. Senior manager or professional (for example: physician, college professor, minister, 
owner or CEO of a large business) 
Concerns or allegations about respondent use of alcohol by others  
1. Yes 
2. No 
 
Taking Psychotropic medications? 
1. Antidepressant 
2. Mood stabilizer 
3. Sleep aids 
4. Anti-anxiety meds 
5. None 
 
Significant health problems current 
1. Yes 
2. No 
 
Nature of health problems 
1. Diabetes 
2. Heart disease 
3. High blood pressure 
4. Stroke 
5. Cancer 
6. Significant permanent physical injury 
7. Significant head injury 
8. other 
 
Experience with courts (non traffic non-civil) 
1. None 
2. Theft/robbery/larceny 
3. Assault non family member 
4. Assault intimate partner 
 
Found guilty on which of the following 
1. None 
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2. Theft/robbery/larceny 
3. Assault non family member 
4. Assault intimate partner 
 
Traffic-Driving charges 
1. None 
2. Speeding 
3. DWI 
4. Reckless driving 
5. License revoked 
6. other 
Who initiated divorce? Or relationship break-up      
 p.23 
1. Self 
2. Spouse 
3. Mutual 
Admitted infidelity (by respondent) 
1. Yes 
2. No 
# of extra-marital relationships____ 
Length of marriage before birth of first child ___  
Pattern/sources of disagreements 
1. Children 
2. Money 
3. Relationship 
4. Alcohol/drug use 
5. Other _______________________ 
 
Concerns about other parent (adult oriented) 
1. Uses alcohol to excess 
2. Uses drugs to excess 
3. Self-harm 
4. Emotional or physical impairment long term 
 
If dating do child(ren) know? 
1. Yes 
2. No 
 
If not married, plans to marry? 
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1. Yes  
2. No 
3. undecided 
 
nature of efforts to encourage relation with other parent 
1. encourage other parent to contact child/make contact easier 
2. encourage child to contact other parent 
3. inform other parent about activities/events 
4. discuss important decisions about the child with the other parent 
5. discuss and attempt to reach consensus about disciplinary issues 
6.  Do not talk badly about other parent to children 
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Appendix III: 
Intercorrelation Matrix for Basic Clinical Scales, K-corrected Basic Clinical Scales, and RC Scales (all t-scores) 
 Hs     D     Hy     Pd     Pa     Pt     Sc     Ma     Hs+K     Pd+K     Pt+K     Sc+K      Ma+K     RC1     RC2     RC3     RC4     RC6     RC7    RC8     RC9 
Hs 1.00 
D .55   1.00 
Hy .45   .33   1.00 
Pd .43   .38   .21   1.00 
Pa .30   .35   .29    .55    1.00 
Pt .53   .54   .06    .57     .45    1.00 
Sc .55   .46   .09    .68     .56     .79   1.00 
Ma .26   .01  -.12    .40     .25     .51     .61   1.00 
Hs +K .76   .43   .74    .24     .24     .07     .19    -.07   1.00 
Pd +K .30   .30   .38    .90     .52     .29     .47     .20      .39       1.00 
Pt +K .32   .52   .53    .42    .46     .59     .44     .12      .47   .52 1.00 
Sc+K .33   .37   .49    .50    .52     .29     .65     .27      .52   .63 .70 1.00 
Ma+K .19  -.05  -.04   .34    .23      .37     .51     .97   -.02   .23 .17 .33 1.00 
RC1 .87   .49   .46    .42     .33  .52     .60     .27     .70   .33 .40 .47 .21 1.00 
RC2 .27   .43   .29    .24     .25  .21     .18    -.27      .26   .25 .30 .21 -.30 .22 1.00 
RC3 .32   .22   -.31   .33     .07  .54     .49     .55      -.17   .02 -.09 -.08 .41 .26 -.04     1.00 
RC4 .23   .01  -.06    .64     .29  .39     .48     .33      -.04   .50 .09 .20 .28 .20   .15      .27     1.00 
RC6 .31   .30   .05    .52     .66     .46    .60     .39       .06   .38 .18 .34 .33 .31   .14      .42       .25        1.00  
RC7 .45   .41  -.08    .47     .35     .81    .67     .46      -.01   .20 .32 .17 .32 .48   .20      .52       .34          .47      1.00 
RC8 .35   .24   .02    .41     .37     .57    .66     .54       .07   .24 .27 .38 .47 .36   .04      .35       .27          .45        .54   1.00 
1.RC9 .29   .03  -.14    .36     .24     .64    .61     .76     -.16   .10 .09 .10 .67 .26 -.16       .55       .43          .31        .57     .53 1.0 
Note: Bolded values represent significant correlations
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Appendix IV: Means, Standard Deviations, Skewness and Kurtosis for all MMPI-2 K-Corrected 
and Non-K Corrected and RC Scales Before Removal of Invalid Profiles 
Scale  Mean Sd Minimum Maximum Skewness  Kurtosis 
L  57.0 10.5 38  87      .40        -.16  
F  47.1   8.4 36  103    2.22    10.23  
K  58.6   9.6 30  78     -.51      -.07  
Trin  55.3   5.3 50  73      .74        .33  
Vrin  44.2   9.2 30  80      .96     1.53  
Hs  46.4 9.12 33  95   1.12      3.41 
D  48.7 7.59 36  83   1.10       1.85  
Hy  54.5 9.25 32  89     .59       1.39  
Pd  51.6 9.16 35  93   1.08       1.99  
Pa  56.2   10.93 34  94     .72         .78  
Pt  43.3 8.36 30  83   1.32      3.24  
Sc  43.9 8.68 30  91   1.66       5.47  
Ma  47.2 8.10 30  79     .73        .85  
Hs + K  51.8 8.72 30  94   1.14      3.86  
Pd + K  55.4 9.08 36  87     .56       .22  
Pt + K  49.3 7.77 32  77     .51      .81  
Sc + K  50.0 8.23 31  89     .78                3.05  
Ma + K 48.9  8.16 31  75     .56      .26  
RCd  44.3 7.77 37  77   1.18    1.66  
Rc1  47.1 9.32 36  99   1.45    4.73  
Rc2  46.2 7.21 34  69     .48      .09  
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Rc3  45.1 8.71 34  78    1.30               2.57  
Rc4  47.2 8.82 34  79      .81       .53  
Rc6  54.5   11.84 44  86      .77     -.43  
Rc7  42.3 8.23 34  80    1.36               2.46  
Rc8  46.7 8.39 39  89    1.26               3.08  
Rc9  43.7 8.46 24  83      .72      2.07  
Note. Skewness and Kurtosis values > 1.00 are in boldface. 
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Appendix V: Hierarchical Logistical Regressions for women Hs, Hs + K and RC1 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Hs, Hs + K 
Sleep aids  
1 
Hs  8.52 1 .00 .19    .09   .03  6.99 1 .01 1.10  
2 
Hs + Hs + K 0.07 1 .79 .19   -.00      .06     .07 1 .79   .99 
Constant 8.59 2 .01 .19 -6.86 1.96 12.33 1 .00   .00 
 
Hs, RC1 
Sleep aids 
1  
Hs  8.52 1 .00 .19    .09   .03 6.99 1 .01 1.10 
2 
Hs 
Hs + RCI 0.02 1 .88 .19   -.01     .09     .03 1 .88   .99 
Constant 8.55 2 .01 .19 -6.90 1.93 12.81 1 .00   .00 
 
Hs, Hs + K 
Health problems 
1 
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Hs  2.14 1 .14 .03   .03   .02 2.08 1 .15 1.03 
2 
Hs + Hs + K   .02 1 .88 .19    .06   .04 1.94 1 .16 1.06 
Constant 4.19 2 .12 .06 -2.98 1.22 5.96 1 .02   .05 
 
Hs, RC1 
Health Problems 
1 
Hs  2.14 1 .14 .03 .03 .02 2.08 1 .15 1.03 
2  
Hs + RC1   .03 1 .86 .03   -.01   .05   .03 1 .86 .99 
 Constant 2.17 2 .34 .03 -2.31 1.15 4.02 1 .05 .10 
Notes: Sleep Aids = reported use of sleep aids, Health Problems = reported significant health 
problems (any problems) 
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Appendix VI: Hierarchical Logistical Regressions for men Hs, Hs + K and RC1 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Hs, Hs + K 
Sleep aids  
1 
Hs  .02 1 .88 .00      .01   .05   .02 1 .88 1.01  
2 
Hs + Hs + K .18 1 .67 .01     .04   .08   .18 1 .67 1.04 
Constant .20 2 .90 .01 -4.12 3.39 1.48 1 .23   .02 
 
Hs, RC1 
Sleep aids 
1  
Hs    .02 1 .88 .00    .01 .05   .02 1 .88 1.01 
2  
Hs + RCI 1.27 1 .26 .04   -.11 .10 1.21 1 .27   .90 
Constant 1.30 2 .52 .04 -2.05 2.88   .51 1 .48   .13 
 
Hs, Hs + K 
Health problems 
1 
Hs  5.23 1 .02 .07   .06   .03 4.90 1 .03 1.07 
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2 
Hs + Hs + K 2.56 1 .11 .11   .07   .05 2.42 1 .12 1.07 
Constant 7.79 2 .02 .11 -5.84 1.95 8.96 1 .00   .00 
      
Hs, RC1 
Health Problems 
1 
Hs  5.23 1 .02 .07    .06   .03 4.90 1 .03 1.07 
2  
Hs + RC1   .67 1 .41 .08   -.04   .05   .67 1 .41   .96 
 Constant 5.90 2 .05 .08 -3.49 1.40 6.19 1 .01   .03 
Notes: Sleep Aids = reported use of sleep aids, Health Problems = reported significant health 
problems (any problems) 
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Appendix VII: Hierarchical Logistical Regressions for women D and RC2 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
D + RC2 
Antidepressants  
1 
D  11.17 1 .00 .18    .10   .03   9.73 1 .00 1.10 
2 
D + RC2     .33 1 .57 .18    .03   .05     .33 1 .56 1.03 
Constant 11.51 2 .00 .18 -7.13 2.14 11.07 1 .00   .00 
 
Anti-anxiety  
1 
D  2.91 1 .09 .06    .06   .03 3.08 1 .08 1.06 
2 
D + RC2   .15 1 .70 .06   -.02   .06   .15 1 .70   .98 
Constant 3.06 2 .22 .06 -4.38 2.28 3.68 1 .06   .01 
 
Sleep aids  
1 
D  9.30 1 .00 .20    .11   .04 8.45 1 .00 1.12 
2 
D + RC2   .00 1 .97 .20   -.00   .07   .00 1 .97   .98 
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Constant 9.30 1 .01 .20 -7.94 2.78 8.16 1 .00   .00 
Notes: Antidepressants = reported use of antidepressants, Anti-anxiety = reported use of anti-
anxiety medications, Sleep Aids = reported use of sleep aids. 
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Appendix VIII: Hierarchical Logistical Regressions for men D and RC2 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
D + RC2 
Antidepressants  
1 
D    .07 1 .80 .00 -.01  .05   .07 1 .80   .99 
2 
D + RC2 1.33 1 .25 .03 .05  .04 1.40 1 .24 1.05 
Constant 1.40 2 .50 .03 -3.07 2.80 1.20 1 .27   .05 
 
Anti-anxiety  
1 
D  .08 1 .78 .00  -.02   .06 .08 1 .78   .98 
2 
D + RC2 .03 1 .87 .00    .01   .05 .03 1 .87 1.01 
Constant .11 2 .95 .00 -1.94 3.07 .40 1 .53   .14 
 
Sleep aids  
1 
D    .10 1 .75 .00   -.02   .07   .10 1 .75   .98 
2 
D + RC2 2.74 1 .10 .08    .09   .05 2.91 1 .09 1.09 
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Constant 2.84 2 .24 .08 -4.41 3.67 1.45 1 .23   .01 
Notes: Antidepressants = reported use of antidepressants, Anti-anxiety = reported use of anti-
anxiety medications, Sleep Aids = reported use of sleep aids. 
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Appendix IX: Hierarchical Logistical Regressions for women Hy and RC3 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Abuse 
1 
Hy    .61 1 .44 .01    .02   .03   .63 1 .43 1.02 
2 
Hy + RC3 1.66 1 .20 .04    .04   .03 1.73 1 .19 1.04 
Constant 2.27 2 .32 .04 -4.83 2.16 5.00 1 .03   .01 
 
Health 
Problems 
1 
Hy  4.07 1 .04 .06    .04   .02 3.88 1 .05 1.04  
2 
Hy + RC3   .64 1 .42 .07    .02   .03   .06 1 .42 1.02 
Constant 4.71 2 .10 .07 -4.30 1.90 5.12 1 .02   .01 
Notes: Neglect = reported history of neglect, Abuse = reported history of abuse, Health 
Problems = significant health problems (any health problem) 
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Appendix X: Hierarchical Logistical Regressions for men Hy and RC3 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Abuse 
1 
Hy    .01 1 .90 .00     .00   .04   .01 1 .90 1.00 
2 
Hy + RC3 1.07 1 .30 .02     .04   .04 1.14 1 .29 1.04 
Constant 1.09 2 .58 .02 -2.81 2.03 1.93 1 .17   .06 
 
Health problems 
1 
Hy  5.23 1 .02 .07    .06   .03 4.90 1 .03 1.07 
2 
Hy + RC3 2.34 1 .13 .10   -.05   .03 2.13 1 .15   .95 
Constant 7.57 2 .02 .10 -2.58 1.58 2.67 1 .10   .08 
Notes: Neglect = reported history of neglect, Abuse = reported history of abuse, Health 
Problems = significant health problems (any health problem) 
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Appendix XI: Hierarchical Logistical Regressions for women Pd, Pd + K, and RC4 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Pd, Pd + K 
Abuse  
1 
Pd    9.20 1 .00 .17    .09   .03   8.28 1 .00 1.10 
2 
Pd, Pd+K    1.7 1 .19 .20    .10   .08     .16 1 .20 1.10 
Constant 10.90 2 .00 .20 -7.96 2.18 13.36 1 .00   .00 
 
Pd, RC4 
Abuse 
1  
Pd  9.20 1 .00 .17 .09 .03   8.28 1 .00 1.10 
2  
Pd 
Pd+RC4   .00 1 .99 .17   .00   .04     .00 1 .99 1.00 
Constant 9.20 2 .01 .17 -6.69 1.93 11.97 1 .00   .00 
 
Pd, Pd + K 
Family  
Substance abuse 
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1 
Pd  8.03 1 .01 .12     .07   .03   7.40 1 .01 1.08  
2 
Pd, Pd+K 1.23 1 .27 .14     .07   .06   1.20 1 .27 1.07 
Constant 9.27 2 .01 .14 -5.84 1.69 11.88 1 .00   .00 
 
Pd, RC4 
Family  
Substance abuse 
1 
Pd    8.03 1 .01 .12    .07   .03   7.40 1 .01 1.08  
2  
Pd + RC4   2.70 1 .10 .16    .06   .04   2.53 1 .11 1.06  
Constant 10.70 2 .01 .16 -6.01 1.65 13.27 1 .00   .00   
 
Pd, Pd + K 
Criminal court 
1 
Pd  .00 1 .96 .00   -.00   .03 .00 1 .96 1.00  
2 
Pd, Pd+K .59 1 .45 .01   -.06   .07 .58 1 .45   .95 
Constant .59 2 .75 .01 -1.16 1.85 .39 1 .53   .31 
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Pd, RC4 
Criminal court 
1 
Pd  .00 2 .96 .00 -.00 .03 .00 1 .96 1.00  
2 
Pd, RC4 .00 1 .96 .00 -.00 .05 .00 1 .96 1.0 
Constant .00 2 .98 .00 -.71 1.85 .85 1 .36 .18 
 
 
Pd, Pd + K 
Alcohol use 
1 
Pd  6.10 1 .01 .10     .07   .03 5.87 1 .02 1.07 
2 
Pd, Pd+K   .03 1 .87 .10     .01   .07   .03 1 .87 1.01 
Constant 6.13 2 .05 .10 -5.17 1.74 8.88 1 .00   .01 
 
Pd, RC4 
Alcohol use 
1 
Pd  6.10 1 .01 .10    .07   .03   5.87 1 .02 1.07 
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2 
Pd, RC4   .75 1 .39 .11    .03   .04     .74 1 .39 1.03 
Constant 6.85 2 .03 .11 -5.57 1.68 10.97 1 .00   .00 
 
Pd, Pd + K 
Found guilty 
1 
Pd  1.67 1 .20 .06 -.09   .08 1.34 1 .25     .92 
2 
Pd, Pd+K 1.36 1 .24 .11 -.16   .13 1.39 1 .24     .86 
Constant 3.03 2 .22 .11 2.51 3.71   .46 1 .50 12.30 
 
Pd, RC4 
Found guilty 
1 
Pd  1.67 1 .20 .06  -.09   .08 1.34 1 .25   .92 
2 
Pd, RC4   .00 1 .99 .06   .00   .10   .00 1 .99 1.00 
Constant 1.67 2 .44 .06 1.24 3.91   .10 1 .75 3.45 
 
 
Pd, Pd + K 
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DUI 
1 
Pd  1.41 1 .24 .03     .04   .04 1.49 1 .22 1.05 
2 
Pd, Pd+K   .48 1 .49 .05     .06   .09   .48 1 .49 1.06 
Constant 1.88 2 .39 .05 -5.44 2.35 5.38 1 .02   .00 
 
Pd, RC4 
DUI 
1 
Pd  1.41 1 .24 .03 .04 .04 1.49 1 .22 1.05 
2 
Pd, RC4 1.56 1 .21 .07     .06   .05 1.56 1 .21 1.06  
Constant 2.97 2 .23 .07 -5.57 2.18 6.54 1 .01   .00 
Note: Abuse = reported history of abuse, Family Substance Abuse = reported history of 
substance abuse in respondent’s family, Criminal Court = Previous arrest history (experience 
with criminal courts), Alcohol Use = are others concerned about respondent’s alcohol use, 
Found Guilty = convicted of a crime, DUI = been arrested for driving while under the influence. 
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Appendix XII: Hierarchical Logistical Regressions for men Pd, Pd + K, and RC4 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Pd, Pd + K 
Abuse  
1 
Pd  1.16 1 .28 .02     .03   .03 1.24 1 .27 1.04 
2 
Pd, Pd+K   .05 1 .83 .02    .02   .09   .05 1 .83 1.02 
Constant 1.21 2 .55 .02 -4.11 1.92 4.57 1 .03   .02 
 
Pd, RC4 
Abuse 
1  
Pd  1.16 1 .28 .02    .03   .03 1.24 1 .27 1.04 
2  
Pd 
Pd+RC4 5.10 1 .02 .12    .11   .05 4.82 1 .03 1.11 
Constant 6.25 2 .04 .12 -5.96 2.09 8.09 1 .00   .00 
 
Pd, Pd + K 
Family  
Substance abuse 
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1 
Pd  .01 1 .97 .00     .00   .03   .00 1 .97 1.00  
2 
Pd, Pd+K .35 1 .55 .01     .04    .07   .35 1 .56 1.04 
Constant .35 2 .84 .01 -1.60 1.49 1.16 1 .28   .20 
 
Pd, RC4 
Family  
Substance abuse 
1 
Pd  .01 1 .97 .00     .00   .03   .00 1 .97 1.00  
2  
Pd + RC4 .75 1 .38 .01     .03    .04   .76 1 .38 1.03  
Constant .76 2 .68 .01 -1.78 1.50 1.42 1 .23   .17   
Pd, Pd + K 
Experience with  
Criminal court 
1 
Pd  8.30 1 .00 .11 .07 .03 7.16 1 .01 1.07  
2 
Pd, Pd+K .06 1 .81 .11 -.01 .06 .06 1 .814 .99 
Constant 8.36 2 .02 .11 -4.52 1.50 9.06 1 .00 .01 
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Pd, RC4 
Experience with  
Criminal court 
1 
Pd  8.30 1 .00 .11     .07   .03   7.16 1 .01 1.07  
2 
Pd, RC4   .70 1 .40 .12     .03   .03     .70 1 .40 1.03 
Constant 9.00 2 .01 .12 -5.07 1.53 10.92 1 .00   .01 
 
Pd, Pd + K 
Alcohol use 
1 
Pd  1.43 1 .23 .02    .03   .03 1.46 1 .23 1.03 
2 
Pd, Pd+K   .16 1 .69 .03   -.03   .07   .16 1 .69   .97 
Constant 1.59 2 .45 .03 -2.80 1.50 3.46 1 .06   .06 
 
Pd, RC4 
Alcohol use 
1 
Pd  1.43 1 .23 .02    .03   .03 1.46 1 .23 1.03 
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2 
Pd, RC4 1.46 2 .23 .05    .04   .04 1.46 1 .23 1.05 
Constant 2.89 2 .24 .05 -3.80 1.56 5.95 1 .02   .02 
 
Pd, Pd + K 
Found guilty 
1 
Pd  8.86 1 .00 .15    .09    .03   7.39 1 .01 1.09 
2 
Pd, Pd+K   .35 1 .55 .16    .05   .08     .34 1 .56 1.05 
Constant 9.21 2 .01 .16 -7.15 2.04 12.28 1 .00   .00 
 
Pd, RC4 
Found guilty 
1 
Pd    8.86 1 .00 .15    .09   .03   7.39 1 .01 1.09 
2 
Pd, RC4   2.06 1 .15 .18    .06    .04   2.04 1 .15 1.06 
Constant 10.92 2 .00 .18 -7.90 2.12 13.94 1 .00   .00 
 
Pd, Pd + K 
DUI 
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1 
Pd  .23 1 .63 .00    .02   .03   .24 1 .63 1.02 
2 
Pd, Pd+K .11 1 .74 .01   -.03   .08   .11 1 .74   .97 
Constant .34 2 .84 .01 -2.38 1.72 1.92 1 .17   .09 
 
Pd, RC4 
DUI 
1 
Pd    .23 1 .63 .00    .02   .03   .24 1 .63 1.02 
2 
Pd, RC4 7.40 1 .01 .13    .12   .05 6.81 1 .01 1.13 
Constant 7.62 2 .02 .13 -4.66 1.94 5.75 1 .02   .01 
Note: Abuse = reported history of abuse, Family Substance Abuse = reported history of 
substance abuse in respondent’s family, Criminal Court = Previous arrest history (experience 
with criminal courts), Alcohol Use = are others concerned about respondent’s alcohol use, 
Found Guilty = convicted of a crime, DUI = been arrested for driving while under the influence. 
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Appendix XIII: Hierarchical Logistical Regressions for women Pa and RC6 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Pa, RC6 
Physical abuse  
1 
Pa  .20 1 .65 .00    .01   .02   .20 1 .65 1.01  
2 
Pa +  RC6 .03 1 .86 .00   -.01   .03   .03 1 .86 1.00 
Constant .23 2 .89 .00 -1.37 1.23 1.23 1 .27   .26 
 
Pa, RC6 
Psychological abuse  
1 
Pa    .99 1 .32 .01    .02   .02   .98 1 .32 1.02 
2 
Pa +  RC6 1.28 1 .26 .03   -.03   .03 1.25 1 .26   .97 
Constant 2.27 2 .32 .03 -1.30 1.18 1.21 1 .27   .27 
 
Pa, RC6 
Family history 
Mental health  
1 
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Pa  .64 1 .43 .01    .02   .03   .66 1 .42 1.02 
2 
Pa +  RC6 .00 1 .99 .01    .00   .03   .00 1 .99 1.00 
Constant .63 2 .72 .01 -2.80 1.49 3.50 1 .06   .06 
 
Pa, RC6 
Mental health 
counseling  
1 
Pa  6.14 1 .01 .10    .07     .03 5.01 1 .03 1.07 
2 
Pa +  RC6   .14 1 .71 .10   -.01   .03   .14 1 .71   .99 
Constant 6.27 2 .04 .10 -2.14 1.72 1.55 1 .21   .12 
 
Pa, RC6 
Criminal courts  
1 
Pa  6.23 1 .01 .12    .06   .03   6.06 1 .01 1.07 
2 
Pa +  RC6   .05 1 .82 .12    .01   .04     .05 1 .82 1.01 
Constant 6.28 2 .04 .12 -5.64 1.65 11.67 1 .00   .00 
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Pa, RC6 
Found guilty 
1 
Pa  .50 1 .48 .02    .03   .04   .54 1 .46 1.03 
2 
Pa +  RC6 .08 1 .78 .02   -.02   .06   .08 1 .78   .98 
Constant .58 2 .75 .02 -4.67 2.60 3.23 1 .07   .01 
 
Pa, RC6 
Encourage child 
To contact  
1 
Pa  3.86 1 .05 .06  -.04       .03 3.41 1 .07   .96 
2 
Pa +  RC6   .56 1 .46 .07  -.02   .03   .55 1 .46   .98 
Constant 4.42 2 .11 .07 1.98 1.38 2.05 1 .15 7.23 
Note: Physical Abuse = respondent’s claims of physical abuse by spouse, Psychological Abuse = 
respondent’s claims of psychological abuse by spouse, Family History Mental Health = family 
history of mental health problems, Mental Health Counseling = respondents history of mental 
health counseling, Criminal Court = Previous arrest history (experience with criminal courts), 
Found Guilty = convicted of a crime, Encourage Child to Contact = respondent encourages child 
to contact other parent. 
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Appendix XIV: Hierarchical Logistical Regressions for men Pa and RC6 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Pa, RC6 
Physical abuse  
1 
Pa  4.52 1 .03 .06 .04 .02 4.31 1 .04 1.05  
2 
Pa +  RC6 6.52 1 .01 .15 .07 .03 6.02 1 .01 1.07 
Constant 11.04 2 .00 .15 -4.43 1.32 11.17 1 .00 .01 
 
Pa, RC6 
Psychological abuse  
1 
Pa  .30 1 .59 .00 -.01   .02   .29 1 .59   .99 
2 
Pa +  RC6 4.09 1 .04 .06   .05   .02 3.90 1 .05 1.05 
Constant 4.39 2 .11 .06 -.45 1.13   .16 1 .69   .64 
 
Pa, RC6 
Family history 
Mental health  
1 
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Pa  6.95 1 .01 .16     .09   .03   6.28 1 .01 1.09 
2 
Pa +  RC6   .30 1 .59 .16     .02    .04     .30 1 .59 1.02 
Constant 7.25 2 .03 .16 -7.89 2.29 11.92 1 .00   .00 
 
Pa, RC6 
Mental health 
counseling  
1 
Pa  2.29 1 .13 .03    .03   .02 2.18 1 .14 1.03 
2 
Pa +  RC6   .29 1 .59 .03    .01   .02   .29 1 .59 1.01 
Constant 2.58 2 .28 .03 -1.30 1.20 1.17 1 .28   .27 
 
Pa, RC6 
Experience with  
Criminal courts  
1 
Pa  7.62 1 .01 .10    .06   .02   6.93 1 .01 1.06 
2 
Pa +  RC6 2.08 1 .15 .13    .04   .03   2.04 1 .15 1.04 
Constant 9.70 2 .01 .13 -4.60 1.32 12.05 1 .00   .01 
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Pa, RC6 
Found guilty 
1 
Pa  1.85 1 .17 .03    .04   .03 1.87 1 .17 1.04 
2 
Pa +  RC6   .81 1 .37 .05    .03   .03   .81 1 .37 1.03 
Constant 2.66 2 .26 .05 -4.19 1.58 7.05 1 .01   .02 
 
Pa, RC6 
Encourage child 
To contact  
1 
Pa  3.86 1 .05 .06 -.04 .03 3.41 1 .07 .96 
2 
Pa +  RC6 3.51 1 .06 .06 -.02 .-3 .55 1 .46 .98 
Constant 4.42 2 .11 .07 1.98 1.38 2.05 1 .15 7.23 
Note: Physical Abuse = respondent’s claims of physical abuse by spouse, Psychological Abuse = 
respondent’s claims of psychological abuse by spouse, Family History Mental Health = family 
history of mental health problems, Mental Health Counseling = respondents history of mental 
health counseling, Criminal Court = Previous arrest history (experience with criminal courts), 
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Found Guilty = convicted of a crime, Encourage Child to Contact = respondent encourages child 
to contact other parent. 
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Appendix XV: Hierarchical Logistical Regressions for women Pt, Pt + K, RC7 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Pt + Pt + K 
Anti-anxiety  
1 
Pt  4.25 1 .04 .07    .07   .03 4.30 1 .04 1.07 
2 
Pt, Pt + K   .54 1 .46 .10    .04   .05   .52 1 .47 1.04 
Constant 4.78 2 .09 .10 -6.00 2.00 9.04 1 .00   .00 
 
Pt + RC7 
Anti-anxiety  
1 
Pt  4.25 1 .04 .07    .07   .03   4.30 1 .04 1.07 
2 
Pt, RC7   .72 1 .40 .10    .03   .06     .24 1 .62 1.03 
Constant 4.97 2 .08 .10 -5.67 1.75 10.54 1 .00   .00 
 
Pt + Pt + K 
Antidepressant  
1 
Pt  6.26 1 .01 .10 .07 .03 5.91 1 .02 1.07 
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2 
Pt, Pt + K 4.35 1 .04 .17 .09 .04 3.88 1 .05 1.09 
Constant 10.62 2 .01 .17 -6.89 1.89 13.24 1 .00 .00 
 
Pt + RC7 
Antidepressant  
1 
Pt  6.26 1 .01 .10     .07 .03 5.91 1 .02 1.07 
2 
Pt, RC7  .97 1 .32 .12   -.05 .06   .92 1 .34   .95 
Constant 7.24 2 .03 .12 -4.13 .15 8.04 1 .01   .02 
 
Pt + Pt + K 
Sleep aids  
1 
Pt  2.97 1 .09 .07    .06   .04 3.13 1 .08 1.06 
2 
Pt, Pt + K   .05 1 .82 .07    .02   .05   .05 1 .83 1.01 
Constant 3.02 2 .22 .07 -5.34 2.06 6.70 1 .01   .00 
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Pt + Pt + K 
Sleep aids  
1 
Pt  2.97 1 .09 .07    .06   .04 3.13 1 .08 1.06 
2 
Pt, Pt + K 1.91 1 .17 .11    .09   .06 1.96 1 .16 1.09 
Constant 4.87 2 .09 .11 -5.96 1.90 9.87 1 .00   .00 
 
Pt + Pt + K 
Mental health  
Counseling 
1 
Pt    .72 1 .40 .01    .03   .03   .68 1 .41 1.03 
2 
Pt, Pt + K 8.47 1 .00 .15    .12   .04 7.51 1 .01 1.13 
Constant 9.18 2 .01 .15 -3.36 2.14 2.44 1 .12   .04 
 
Pt + Pt + K 
Mental health  
counseling 
1 
Pt  .72 1 .40 .01 .03   .03 .68 1 .41 1.03 
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2 
Pt, Pt + K .01 1 .91 .01 .01   .06 .01 1 .91 1.01 
Constant .74 2 .69 .01 .17 1.48 .01 1 .91 1.18 
Note: Antidepressants = reported use of antidepressants, Anti-anxiety = reported use of anti-
anxiety medications, Sleep Aids = reported use of sleep aids, Mental Health Counseling = 
respondents history of mental health counseling. 
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Appendix XVI: Hierarchical Logistical Regressions for men Pt, Pt + K, RC7 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Pt + Pt + K 
Anti-anxiety  
1 
Pt    .02 1 .90 .00    .01   .04   .02 1 .90 1.01 
2 
Pt, Pt + K 2.35 1 .13 .05    .10   .07 2.06 1 .15 1.11 
Constant 2.37 2 .31 .05 -5.54 2.72 4.15 1 .04   .00 
 
Pt + RC7 
Anti-anxiety  
1 
Pt    .02 1 .90 .00    .01   .04   .02 1 .90 1.01 
2 
Pt, RC7 2.38 1 .12 .06    .12    .08 2.37 1 .12 1.13 
Constant 2.40 2 .30 .06 -3.52 1.90 3.45 1 .06   .03 
 
Pt + Pt + K 
Antidepressant  
1 
Pt    .67 1 .41 .01    .03   .04   .72 1 .40 1.03 
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2 
Pt, Pt + K   .66 1 .42 .03    .05   .06   .63 1 .43 1.05 
Constant 1.32 1 .52 .03 -4.72 2.20 4.60 1 .03   .01 
 
Pt + RC7 
Antidepressant  
1 
Pt    .67 1 .41 .01    .03   .04   .72 1 .40 1.03 
2 
Pt, RC7  .88 1 .35 .03   -.07   .08   .85 1 .36   .93 
Constant 1.55 2 .46 .03 -3.14 1.81 3.01 1 .08   .04 
 
Pt + Pt + K 
Sleep aids  
1 
Pt  .24 1 .62 .01    .02   .05   .27 1 .61 1.02 
2 
Pt, Pt + K .45 1 .50 .02    .05      .07   .43 1 .51 1.05 
Constant .70 2 .71 .02 -5.03 2.78 3.28 1 .07   .01 
 
Pt + Pt + K 
Sleep aids  
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1 
Pt    .24 1 .62 .01   .02   .05   .27 1 .61 1.02 
2 
Pt, Pt + K 1.69 1 .19 .05   .12   .09 1.71 1 .19 1.12 
Constant 1.93 2 .38 .05 -4.46 2.02 4.86 1 .03   .01 
 
Pt + Pt + K 
Mental health  
counseling 
1 
Pt    .10 1 .76 .00 -.01   .03   .10 1 .75   .99 
2 
Pt, Pt + K 3.64 1 .06 .05   .06   .03 3.53 1 .06 1.07 
Constant 3.75 2 .15 .05 -.81 1.46   .30 1 .58   .45 
 
Pt + Pt + K 
Mental health  
counseling 
1 
Pt  .10 1 .76 .00  -.01   .03    .10 1 .75   .99 
2 
Pt, Pt + K .67 1 .42 .01  -.04   .05   .66 1 .42   .96 
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Constant .76 2 .68 .01 1.20 1.17 1.06 1 .30 3.33 
Note: Antidepressants = reported use of antidepressants, Anti-anxiety = reported use of anti-
anxiety medications, Sleep Aids = reported use of sleep aids, Mental Health Counseling = 
respondents history of mental health counseling. 
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Appendix XVII Hierarchical Logistical Regressions for women Sc, Sc + K, RC8 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Sc, Sc+K 
Family history 
Mental health 
1 
Sc  1.42 1 .23 .03 -.04   .04 1.27 1 .26   .96 
2 
Sc, Sc+K   .23 1 .63 .03 -.02   .04   .23 1 .63   .98 
Constant 1.65 2 .44 .03   .68 1.96   .12 1 .73 1.97 
 
Sc + RC8 
Family history  
Mental health  
1 
Sc  1.42 1 .23 .03 -.04   .04 1.27 1 .26   .96 
2 
Sc, RC8  .21 1 .65 .03   .02   .05   .21 1 .65 1.02 
Constant 1.63 2 .44 .03 -.39 1.95  .04 1 .84   .68 
 
Sc, Sc+K 
Seen for  
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Mental health 
1 
Sc    .78 1 .38 .01     .03   .03   .73 1 .39 1.03 
2 
Sc, Sc+K 4.69 1 .03 .09     .09   .04 4.71 1 .03 1.09 
Constant 5.75 2 .06 .09 -2.00 1.81 1.23 1 .27   .14 
 
Sc + RC8 
Seen for  
Mental health  
1 
Sc  .78 1 .38 .01   .03   .03 .73 1 .39 1.03 
2 
Sc, RC8 .20 1 .66 .02 -.02   .04 .20 1 .66   .98 
Constant .98 2 .61 .02   .63 1.70 .14 1 .71 1.88 
 
Sc, Sc+K 
Experience with 
courts 
1 
Sc  .23 1 .63 .00    .02   .03 .24 1 .62 1.02 
2 
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Sc, Sc+K .69 1 .40 .02   -.04   .04 .70 1 .40   .97 
Constant .92 2 .63 .02  -1.73 1.77 .95 1 .33   .18 
 
Sc + RC8 
Experience with  
courts 
1 
Sc  .23 1 .63 .00    .02   .03   .24 1 .62 1.02 
2 
Sc, RC8 .18 1 .67 .01   -.02   .05   .18 1 .67   .98 
Constant .41 2 .81 .01 -2.10 1.80 1.36 1 .24   .12 
Note: Family History Mental Health = family history of mental health problems, Mental Health 
Counseling = respondents history of mental health counseling, Criminal Court = Previous arrest 
history (experience with criminal courts). 
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Appendix XVII: Hierarchical Logistical Regressions for men Sc, Sc + K, RC8 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Sc, Sc+K 
Family history 
Mental health 
1 
Sc  4.45 1 .04 .10    .07   .04 4.35 1 .04 1.08 
2 
Sc, Sc+K   .22 1 .64 .11    .03   .07   .22 1 .64 1.03 
Constant 4.67 2 .10 .11 -6.45 2.29 7.90 1 .01   .00 
 
Sc + RC8 
Family history  
Mental health  
1 
Sc  4.45 1 .04 .10    .07   .04 4.35 1 .04 1.08 
2 
Sc, RC8  .03 1 .86 .10   -.01   .06   .03 1 .86   .99  
Constant 4.49 2 .11 .10 -5.64 1.86 9.21 1 .00   .00 
 
Sc, Sc+K 
Seen for  
 221 
 
Mental health 
1 
Sc    .02 1 .88 .00    .00   .03   .02 1 .88 1.00 
2 
Sc, Sc+K 4.63 1 .03 .06    .08   .04 4.37 1 .04 1.08 
Constant 4.64 2 .10 .06 -1.38 1.45   .91 1 .34   .25 
 
Sc + RC8 
Seen for  
Mental health  
1 
Sc  .02 1 .88 .00  .00   .03 .02 1 .88 1.00 
2 
Sc, RC8 .04 1 .84 .00 -.01   .03 .04 1 .84   .99 
Constant .07 2 .97 .00  .50 1.21 .17 1 .68 1.65 
 
Sc, Sc+K 
Experience with 
courts 
1 
Sc  6.73 1 .01 .09 .07 .03 5.59 1 .02 1.07 
2 
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Sc, Sc+K .21 1 .65 .09 .02 .04 .21 1 .65 1.02 
Constant 6.94 2 .03 .09 -4.43 1.72 6.68 1 .01 .01 
 
Sc + RC8 
Experience with  
courts 
1 
Sc  6.73 1 .01 .09    .07   .03 5.59 1 .02 1.07 
2 
Sc, RC8  .01 1 .91 .09   -.00   .04   .01 1 .91 1.00 
Constant 6.75 2 .03 .09 -3.89 1.46 7.13 1 .01   .02 
Note: Family History Mental Health = family history of mental health problems, Mental Health 
Counseling = respondents history of mental health counseling, Criminal Court = Previous arrest 
history (experience with criminal courts). 
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Appendix XIX: Hierarchical Logistical Regressions for women Ma, Ma + K, and RC9 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Ma, Ma + K 
Family history 
Mental health 
1  
Ma  .16 1 .69 .00   -.01   .04 .16 1 .69   .99 
2 
Ma, Ma + K .42 1 .52 .01    .09   .14 .41 1 .52 1.09 
Constant .58 2 .75 .01 -1.23 1.79 .47 1 .49   .29 
 
Ma, RC9 
Family history 
Mental health 
1  
Ma  .16 1 .69 .00   -.01   .04 .16 1 .69   .99 
2 
Ma, RC9 .30 1 .58 .01    .03   .06 .30 1 .58 1.03 
Constant .46 2 .79 .01 -1.24 1.81 .47 1 .49   .29 
 
Ma, Ma + K 
Admitted 
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infidelity 
1  
Ma  1.72 1 .19 .05 .07 .05 1.80 1 .18 1.07 
2 
Ma, Ma + K 1.44 1 .23 .10 -.26 .22 1.38 1 .24 .77 
Constant 3.16 2 .21 .10 -5.35 2.79 3.68 1 .06 .01 
 
Ma + RC9 
Admitted  
infidelity  
1 
Ma  1.72 1 .19 .05    .07   .05 1.80 1 .18 1.07 
2 
Ma, RC9   .59 1 .44 .07   -.07   .10   .56 1 .45   .93 
Constant 2.31 2 .32 .07 -5.45 2.88 3.59 1 .06   .00 
Note: Family History Mental Health = family history of mental health problems, Admitted 
Infidelity = admitted infidelity by respondent. 
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Appendix XX: Hierarchical Logistical Regressions for men Ma, Ma + K, and RC9 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Ma, Ma + K 
Family history 
Mental health 
1  
Ma  2.16 1 .14 .05    .06   .04 2.27 1 .13 1.06 
2 
Ma, Ma + K   .00 1 .95 .05    .01   .18   .00 1 .95 1.01 
Constant 2.16 2 .34 .05 -5.44 2.17 6.26 1 .01   .00 
 
Ma, RC9 
Family history 
Mental health 
1  
Ma  2.16 1 .14 .05    .06   .04 2.27 1 .13 1.06 
2 
Ma, RC9   .48 1 .49 .06    .04   .06   .49 1 .48 1.04 
Constant 2.64 2 .27 .06 -5.48 2.05 7.17 1 .01   .00 
 
Ma, Ma + K 
Admitted 
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infidelity 
1  
Ma  .41 1 .52 .01    .03   .04   .42 1 .52 1.03 
2 
Ma, Ma + K .27 1 .61 .02    .09   .18   .26 1 .61 1.10 
Constant .67 2 .72 .02 -3.83 2.06 3.44 1 .06   .02 
 
Ma + RC9 
Admitted  
infidelity  
1 
Ma  .41 1 .52 .01    .03   .04   .42 1 .52 1.03 
2 
Ma, RC9 .02 1 .89 .01   -.01     .06   .02 1 .89   .99 
Constant .43 2 .81 .01 -3.55 1.98 3.22 1 .07   .03 
Note: Family History Mental Health = family history of mental health problems, Admitted 
Infidelity = admitted infidelity by respondent. 
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Appendix XXI: Hierarchical logistic regressions for men and women for all scales with RC scales 
entered first followed by the corresponding Basic Clinical Scale. 
Model  2  df p R2 B SE  Wald df Sig.    Exp (B) 
Females – Hs  
sleep aids  
1 
RC1  7.14 1 .01 .16 .08 .03 5.96 1 .02 1.08 
2 
RC1 + Hs 1.41 1 .24 .19 .10 .09 1.37 1 .24 1.11 
Constant 8.55 2 .01 .19 -6.90 1.93 12.81 1 .00 .00 
 
Males – Hs 
Health problems 
1  
RC1  1.99 1 .16 .03 .04 .03 1.98 1 .16 1.04 
2 
RC1 + Hs 3.90 1 .05 .08 .10 .05 3.71 1 .05 1.10 
Constant 5.90 2 .05 .08 -3.49 1.41 6.19 1 .01 .03 
 
Females – D 
Antidepressants 
1  
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RC2  4.89 1 .03 .08 .08 .04 4.61 1 .03 1.09 
2  
RC2 + D 6.61 1 .01 .18 .09 .04 5.96 1 .02 1.09 
Constant 11.51 2 .00 .18 -7.13 2.14 11.07 1 .00 .00 
 
Females – D 
anti-anxiety  
1 
RC2  .34 1 .56 .01 .03 .05 .35 1 .56 1.03 
2 
RC2 + D 2.71 1 .10 .06 .07 .04 2.73 1 .10 1.07 
Constant  3.06 2 .22 .06 -4.28 2.28 3.68 1 .06 .01 
 
Females – D  
Sleep Aids 
1 
RC2  2.56 1 .11 .06 .08 .05 2.48 1 .12 1.09  
2 
RC2 + D 6.74 1 .01 .20 .11 .05 5.98 1 .02 1.12 
Constant 9.31 2 .01 .20 -7.94 2.78 8.16 1 .00 .00 
 
Females – Hy  
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Neglect  
1 
RC3  6.18 1 .01 .60 .23 .15 2.22 1 .14 1.26 
2 
RC3 + Hy 4.42 1 .04 1.00 1.49 202.18 .00 1 .99 4.50 
Constant 10.59 2 .01 1.00 -220 24704 .00 1 .99 .00 
 
Females- Hy 
Health Problems 
1 
RC3  .18 1 .68 .00 .01 .03 .18 1 .67 1.01 
2 
RC2 + Hy 4.54 1 .03 .07 .05 .02 4.30 1 .04 1.05 
Constant 4.71 2 .10 .07 -4.30 1.90 5.12 1 .02 .01 
 
Men – Hy  
Health problems  
1  
RC3  .18 1 .67 .00 -.01 .03 .17 1 .68 .99 
2  
RC3 + Hy 2.93 1 .09 .04 .05 .03 2.84 1 .09 1.06 
Constant 3.10 2 .21 .04 -4.24 2.61 2.64 1 .10 .01 
 230 
 
 
Females – Pd  
Abuse  
1 
RC4  3.63 1 .06 .07 .06 .03 3.66 1 .06 1.06 
2 
RC4 + Pd 5.58 1 .02 .17 .09 .04 5.35 1 .02 1.10 
Constant 9.20 2 .01 .17 -6.69 1.92 11.97 1 .00 .00 
 
Females – Pd  
Family History 
Substance Abuse 
1 
RC4  9.33 1 .00 .14 .09 .03 8.08 1 .00 1.09 
2 
RC4 + Pd 1.40 1 .24 .16 .04 .03 1.41 1 .24 1.04 
Constant 10.73 2 .01 .16 -6.01 1.65 13.27 1 .00 .00 
 
Females – Pd  
Alcohol use 
1 
RC4  4.88 1 .03 .08 .06 .03 4.74 1 .03 1.07 
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2 
RC4 + Pd 1.97 1 .16 .11 .05 .04 2.00 1 .16 1.05 
Constant 6.85 2 .03 .11 -5.57 1.68 10.97 1 .00 .00 
 
Men – Pd 
Abuse  
1 
RC4  5.79 1 .02 .11 .08 .04 5.52 1 .02 1.09 
2 
RC4 + Pd .46 1 .50 .12 -.03 .04 .44 1 .51 .97 
Constant 6.25 2 .04 .12 -5.96 2.09 8.09 1 .00 .00 
 
Men – Pd 
Court  
1 
RC4  6.25 1 .01 .09 .06 .03 5.94 1 .02 1.06 
2 
RC4 + Pd 2.75 1 .10 .12 .05 .03 2.59 1 .11 1.06 
Constant 9.00 1 .01 .12 -5.07 1.53 10.92 1 .00 .01 
 
Men – Pd  
Found Guilty 
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1 
RC4  9.13 1 .00 .16 .10 .03 8.26 1 .00 1.10 
2 
RC4 + Pd 1.79 1 .18 .18 .05 .04 1.70 1 .19 1.06 
Constant 10.92 2 .00 .18 -7.90 2.12 13.94 1 .00 .00 
 
Men – Pd  
DUI 
1  
RC4  5.56 1 .02 .10 .08 .03 5.35 1 .02 1.08 
2 
RC4 + Pd 2.07 1 .15 .13 -.06 .04 1.85 1 .17 .94 
Constant 7.63 2 .02 .13 -4.66 1.94 5.75 1 .02 .01 
 
Men – Pa 
Physical abuse 
1 
RC6  11.01 1 .00 .15 .06 .02 10.14 1 .00 1.07  
2 
RC6 + Pa .02 1 .88 .15 -.00 .03 .02 1 .88 1.00 
Constant  11.04 2 .00 .15 -4.43 1.32 11.17 1 .00 .01 
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Men – Pa  
psychological abuse  
1 
RC6  1.33 1 .25 .02 .02 .02 1.32 1 .25 1.02 
2 
RC6 + Pa 3.06 1 .08 .06 .05 .02 3.89 1 .05 1.05 
Constant 4.39 2 .11 .06 -.45 1.13 .16 1 .69 .64 
 
Men – Pa 
Family  
mental health  
1 
RC6  4.96 1 .03 .11 .06 .03 4.89 1 .03 1.07 
2  
RC6 + Pa 2.29 1 .13 .16 .07 .05 2.21 1 .14 1.07 
Constant 7.25 2 .03 .16 -7.89 2.29 11.92 1 .00 .00 
 
Men – Pa 
criminal courts  
1 
RC6  8.48 1 .00 .11 .05 .02 8.00 1 .00 1.06 
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2 
RC6 + Pa 1.23 1 .27 .13 .03 .03 1.21 1 .27 1.03 
Constant 9.71 2 .01 .13 -4.60 1.32 12.05 1 .00 .01 
 
Men – Pa 
Encourage child  
to contact  
1 
RC6  3.81 1 .05 .05 -.04 .02 3.36 1 .07 .96 
2 
RC6 + Pa .33 1 .56 .06 .02 .03 .33 1 .57 1.02 
Constant 4.14 2 .13 .06 .76 1.34 .33 1 .57 2.15 
 
Females – Pt  
 Anti-anxiety 
1 
RC7  4.73 1 .03 .10 .07 .03 4.77 1 .03 1.08 
2 
RC7 + Pt .24 1 .62 .10 .03 .06 .24 1 .62 1.03 
Constant 4.97 2 .08 .10 -5.67 1.75 10.54 1 .00 .00 
 
Women – Pt  
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Antidepressants 
1 
RC7  2.26 1 .13 .04 .04 .03 2.31 1 .13 1.04 
2 
RC7 + Pt 4.97 1 .03 .12 .11 .05 4.58 1 .03 1.12 
Constant 7.24 2 .03 .12 -4.13 1.46 8.04 1 .01 .02 
 
Men – Sc 
Family Mental 
Illness 
1 
RC8  2.29 1 .13 .05 .05 .03 2.49 1 .12 1.06 
2 
RC8 + Sc 2.20 1 .14 .10 .08 .06 1.99 1 .16 1.08 
Constant 4.49 2 .11 .10 -5.64 1.86 9.21 1 .00 .00 
 
Men – Sc 
Court 
1  
RC8  2.69 1 .10 .04 .04 .03 2.61 1 .11 1.04 
2 
RC8 + Sc 4.06 1 .04 .09 .07 .04 3.70 1 .05 1.08 
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Constant 6.75 2 .03 .09 -3.89 1.46 7.13 1 .01 .02 
 
 0 
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